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SOME ASPECTS OF THE ECONOMIC AND OF 
THE ANTENATAL WASTE OF LIFE IN 
NATURE AND CIVILISATION.* 


By EDWARD MALINS, M.D. 


LapIEs AND GENTLEMEN, 

Courtesy demands, and custom sanctions the rule that the first 
words of the President on an occasion like the present should be 
personal; that he should express the sentiments which at the moment 
fill his mind in relation to the position conferred by your suffrages 
upon him. Let me, therefore, beg you to accept my grateful 
recognition of the honour you have done me, and my sincere 
appreciation of such a distinction. 

In taking up my duties I rely with confidence upon your support, 
no doubt I shall need your forbearance. Observation tells me that 
each of these will be ungrudgingly accorded; that the tenure of my 
office will be relieved from stress, and strengthened by your co- 
operation. Imbued with such reassuring convictions, I enter the 
arena hopefully and with good courage. It is fitting, too, that I 
should acknowledge the tribute paid to the provinces in this appoint- 
ment, I think with justice to the Universities and Schools of Medicine 
engaged in teaching the Science and Art we profess. These have a 
large representation in this Society, and claim to be mutually 
interested in its stability and progress. I foresee in the wisdom of 
this change a source of strength, an element in our fellowship which 
cannot fail to be productive of good result. It will form an objective 
to be aimed at, an incentive to special work, a desire to achieve the 


*Traugural address delivered at the Annual Meeting of the Obstetrical Society of 
* London, March 4th, 1903. 
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highest reward we can hope to attain—the goodwill and trust of our 
professional brethren. This augury of the future opens with the 
dawn of liberal and progressive aspirations. 

Ladies and gentlemen, I must confess that I experienced consider- 
able difficulty in finding a subject sufficiently suitable for an address 
this evening. The ground within the scope of our purview has been 
carefully cultivated, it has produced in a succession of years rich 
harvests; I come as a gleaner, my predecessors have been masters of 
the situation, their skill and assiduity has left but small comfort to 
the straggler, little to be gathered after the keen and watchful 
observation of those who have occupied this chosen field, who have 
contributed so ably, and in so much variety to the garner of our 
special knowledge. 

I remember years ago, in the beautiful Abbey Church of Bath, 
standing before a monument which attracted me by the remarkable 
inscription it bore; it was to the memory of a remarkable man-- 
Malthus. The words set forth in the redundant phrases of the period 
the virtues and excellencies of his character and work, ending with a 
singular, almost prophetic significance, that the good he had done, 
though not sufficiently recognised in his lifetime, would come to be 
realised by posterity. I asked myself the question, is this so? I 
have repeated it at times since, and have heard the echo alone. Still 
there seems to me that there should be more than the hollow sound 
contained in this response; that it might be made a text, possibly 
not for solution but for reflection; that it might afford consideration 
of some social problems not destitute of interest to members of this 
Society. 

Some Aspects of the Economic and of the Antenatal Waste of 
Life in Nature and Civilisation suggests itself as a subject upon 
which we may look for a brief space, and in the pause consider how 
it may be viewed in a manner germane to the objects of our founda- 
tion, and with the highest principle before us. The trend of popular 
opinion in the present day, with the vast educational opportunities, 
the easy access to advanced special and general knowledge, has led 
to independence of thought and freedom of expression on many social 
subjects. Outside our own profession there are many who have 
learned to form their own judgment upon important social topics, 
formerly believed to be the exclusive possessions of medical experts. 
We, as individuals, are often called upon to share or to encourage 
opinions put forward with all cogency by eager partizans or belated 
enthusiasts, rather than to assist in the formation of sound and 
practical ideas. Silence, it has been said, is not progress, nor, I may 
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add, is mere acquiescence a consistent or dignified sense of duty. 
We need not hesitate to accept responsibility in matters of grave and 
serious importance to the State and to the community. Nor are we 
right in withholding our knowledge and our influence in directing 
those who in all purity of motive should be guided in the formation 
of upright and salutary principles, either in the conduct of their 
health or in just allegiance to the wider range of social interests. 
The observations of Malthus led him to formulate certain 
propositions, which I may shortly refer to; they were :— 
1. Population is necessarily limited by the means of subsistence. 
2. Population invariably increases where the means of subsistence 
increase, unless prevented by some very powerful and obvious checks. 
3. These checks and the checks which suppress the superior power 
of population, and keep its effects on a level with the means of 
subsistence, are all resolvable into moral restraint, vice and misery. 
From the examination of statistics then available he enunciated 
the statement that population when unchecked goes on doubling 
itself every twenty-five years, or increases in a geometrical ratio. 
The rate according to which the production of the earth may be 
supposed to increase he estimated under a different mode of 
progression, that the means of subsistence could net possibly be made 
to increase faster than in an arithmetical ratio. However great the 
production of the earth may be, yet still, the power of population 
being in every period so much superior, the increase of the human 
species can only be kept down to the level of the means of subsistence 
by the constant operation of the law of necessity acting as a check 
upon the greater power. Thus, according to the author, the ultimate 
check appears to be a want of food arising necessarily from the 
different ratios according to which population and food increase; this 
is never the immediate check, but in exceptional cases, such as 
famine. The immediate check he stated to be all those customs and 
all those diseases which seem to be generated by a scarcity of the 
means of subsistence, and all those causes independent of this 
scarcity, whether of a moral or a physical nature, which tend 
prematurely to weaken and destroy the human frame. Further, he 
classifies these checks under two heads, the preventitive and the 
positive. The former, as far as it is voluntary, is peculiar to man, 
by the exercise of his reasoning faculties which enable him to 
calculate distinct consequences. The checks to the indefinite increase 
of plants and irrational animals are all either positive or if preventive 
involuntary. The sagacity of Malthus led him to draw definite 
conclusions from these statements which have had far-reaching 
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effects. His deductions have formed the ground of much contention 
and prolific criticism. They have been sadly abused, greatly mis- 
applied and misinterpreted since his time. It is not my purpose to 
defend his position or to traverse the application of his doctrines by 
the so-called neo-Malthusians, fortified as they have been by the light 
of more recent biological science and the study of sociology since the 
period at which he wrote—a hundred years ago. The advanced 
party in our modern civilisation hold pronounced views upon these 
social subjects, views which, fostered by observation of society as it 
exists and aptly promoted by zealous partisans, differ hugely from the 
unwritten laws and traditions of the past. The active promulgation 
of these tenets threaten to exercise a distinct influence upon our 
lives as individuals, and even on our position as a nation. They call 
for the patient thought of all who are earnest and reflective among us. 

I wish, however, to call attention to some of the circumstances 
which operate in lessening the amount of life, and to the enormous 
waste thereby entailed. Throughout nature we find a prodigious loss 
in whatever direction we turn; from the lower forms to the higher 
the analogy holds good, from the general to the special we may trace 
the path to distintegration and oblivion. This disintegrating process 
is continuous. It has been demonstrated emphatically in forms of 
plant life, even as to minimise the poetic estimate of the late Laureate. 


That I, considering everywhere 
Her secret meaning in her deeds: 
And finding that of fifty seeds, 
She often brings but one to bear. 


Such are the efforts made for existence in the survival of the 
fittest that, says Darwin, a plant which annually produces a thousand 
seeds, of which only one on an average come to maturity, may be 
truly said to struggle with the plants of the same and other kinds 
which already clothe the ground. Mr. C. H. Bailey asks the 
pertinent question what becomes of this enormous surplus of seed ? 
After certain deductions for waste, etc., he says, every farmer sows 
5 to 20 times more seed than he needs, and adds that not more than 
one in ten or a dozen in garden vegetables ever grow to mature 
plants; they are thinned out for the good of others; it is a process 
of undesigned selection, the weak individuals are disposed of, the 
strongest are preserved, a clear instance of the survival of the fittest. 
In wild nature also a similar prodigal production occurs; not one 
infant tree in a thousand lives to maturity in the forests, crowding, 
choking, killing each other by their very abundance—the same 
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competition and struggle for existence, the same “ mutual havoc that 
marks all organised beings, from men to mushrooms!” This hurtful 
luxuriance is regulated by certain counter checks in nature—nature 


The rate of reproduction is so great among some forms that as some 
worthy naturalists quaintly put it, in speaking of insect life, were it 
not for these counter checks—the preying of one form of life upon 
another—we should be reduced to a state of extreme wretchedness, 
and in the end we might in all probability be driven with all the 
larger animals off the face of the earth! It is stated that the 
Arabians knew the formidable effects of this multiplicity in reproduc- 
tion when they represent a locust as saying to Mahomet: “ We are 
the army of the great God; we produce ninety-nine eggs; if the 
hundred were completed we should consume the earth and all that 
is in it.” This figurative assertion embodies a plausible truth in 
the theory of natural selection. The number of possible organisms 
which might arise from the germs produced is far greater than the 
actual number matured. By far the larger number perish before 
coming into existence, or on the threshold of life, only the more 
favoured ones succeed in the struggle and finally continue their 
species. The rate of reproduction and of multiplication therefore 
varies. For instance, some fowls lay great numbers of eggs, yet are 
among the rarest of birds; on the other hand, it is observed that 
perhaps the commonest bird lays only one egg. The rate of 
reproduction depends upon the individual organism, its surroundings, 
and especially nutrition, the rate of increase or otherwise, upon its 
relations to the environment, the adaptation to the external complex 
medium in the struggle for existence. The extensive waste and the 
opportunity for prey in the infinite number of the ova in fishes is 
proverbial and well known. 

Among domesticated animals the rate of reproduction and of 
multiplication varies greatly. The tendency or readiness to antenatal 
death or abortion also differs much. The bitch and the cat rarely 
abort, even after serious injuries. The pig retains its foetuses almost 
as tenaciously. Sheep and goats are rather liable to it. The mare 
and the cow more frequently lose their foetus. 

In looking through the supplement of the General Stud Book for 
the year 1902, containing the number of mares for that period I find 
that out of +,601, there were 3,170 colts and fillies born, 1,297 barren, 
and 131 slipped—-i.e., aborted. It is not easy to obtain definite data 
as to the rates of abortions among cows, though in many respects 
their pregnancies and complications bear more near comparison with 
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the human race. I quote from Mr. George Fleming, who writes: 
“ Baumeister and Rueff state that in France, in a dairy containing 
Durham cows, and numbering one hundred pregnancies, there were 
seventeen abortions; also at Hohenheim, from a register kept for 
thirty years, it appears that one-fifth of the cows aborted.” What is 
known as epizootic abortion-—that is, apart from injury or fright to 
the animals, at times affords very serious losses to cattle breeders. 
It is interesting, in passing, to mention, as recorded by Mr. J. 
McFadyen, that bacteriological examination has demonstrated the 
presence of a particular bacterium in the uterus of a cow showing 
the premonitory symptoms of abortion, and taken from a herd in 
which numerous cases of abortion had recently occurred. This 
bacterium has been cultivated in a state of purity outside the body, 
and abortion has been produced in apparently healthy pregnant cows 
by introducing such pure culture into the genital passages. He 
further states that there is a body of clinical and experimental 
evidence to show that a cow that has recently aborted is capable of 
infecting healthy pregnant cows so as to induce abortion in them. 
Mr. Walter Heape tells us that the information collected from over 
three hundred flock masters showed that in more than two-thirds 
less than 2 per cent. of the ewes aborted, and that less than one-tenth. 
of the flocks had over 5 per cent. abortions. The highest percentage 
of abortions given in a table relating to 397 flocks is 23°75, but 
elsewhere in the article it is stated that many flock masters in the 
wolds had as high as 50 per cent. of their ewes abort. 

Biologists have ceased to separate man from nature, and they 
have been followed by pathologists who have ceased to look upon 
man apart from animals. Observation has discovered more and more 
of the fundamental similarity in the structure and functions of man 
and animals. These comparative studies are therefore not devoid of 
interest or unworthy of close study, from the pathological analogies 
to be drawn from them, as well as the economic inferences as to 
prevention and loss. 

But ascending higher in the scale of organised beings, what 
concerns us more deeply is the waste of life arising from positive and 
preventitive causes in our own species. We are all painfully aware 
of the great loss entailed in the first year of existence, particularly 
among the poorer classes. The return for the year 1900 in England 
and Wales shows that it is 154 to 1,000 births, as against an average 
of 153 in the preceding ten years. The loss of life from puerperal 
fever and other accidents of child-birth, or deaths consequent on 
parturition, is set down at 4°81 per 1,000 births for the year 1900, 
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the number of deaths from abortion 218, and the number from 
premature births alone 18479, apart from other developmental 
diseases. The comparison between the birth-rate and the death-rate 
offers a mine of singular and instructive evidence. From an 
economic point of view a diminishing birth-rate comes to be a matter 
of supreme importance. As this knowledge is placed beyond surmise 
in the report of the Registrar-General, there is no excuse that the 
fear is a vague one or that the figures are not explicit enough to 
call for serious attention. The broad facts are that, although the 
population of Great Britain increased by three and a half millions 
between 1891 and 1901, the margin between the birth-rate and the 
death-rate is narrowing, and in several most populous localities has 
fallen down to nearly the French standard. In the period 1871 to 
1881 the ratio of births to the 1,000 was 38; it has dropped steadily, 
until now it stands at 31°7. If the ratio of 1891 had been maintained 
there should have been 164,000 more children under 15 years of age 
in London alone, and 180,000 in Lancashire. But for the fact that 
the death-rate has also dropped-—now 19°18 per 1,000—the decline in 
the birth-rate would have been as stariling as it is in France, where 
the mortality figure in the year 1900 was nearly one per thousand 
higher than the birth-rate. Still the net increase with us was 
495,000 less than it would have been had the 1881 to 1891 rate been 
maintained. It may be observed that this decline of the birth-rate 
affects certain areas more than others; it is more marked in the 
manufacturing towns, lowest in the colliery districts. The lowest 
birth-rate prevails chiefly among the upper classes, a fact of 
significance, suggestive of future and prominent consequences. 

I have said that a falling birth-rate is a matter of anxious 
consideration to a country. The explanation comes from various 
causes operating more or less powerfully in the present day. The 
chief of these are celibacy, delayed marriage, and the limitation of 
families. It was the opinion of Malthus, forcibly and repeatedly 
expressed, that no man should bring beings into the world for whom 
he could not find means of support, hence he advocated deferred 
marriage until the prospects of this could be reasonably accomplished 
as a great check to over-population. On the other hand, this stress 
of population, as it is called by Spencer, is one of the main features 
of individuation in the more modern social view. In the higher 
classes no doubt the operation of this rule is that men more frequently 
marry late in life, or not at all. The ideal of the average individual 
is not an altruistic one, but the desire to live in the greatest ease and 
comfort with the least possible effort. With reference to this 
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question of marriage, a paper read by Dr. Ogle before the Statistical 
Society some years ago affords much valuable and interesting 
information. His tables show at any rate with sufficient clearness 
that the ordinary belief that the lower the station in life the earlier 
the age at which marriage is contracted is true, and that the 
difference in this respect between the upper and lower classes is very 
great indeed. For instance, the average of the marriage age of 
miners is 24, and of their wives 22} years; while the ages of the 
professional and independent classes is 31 and 26} years respectively, 
a difference of seven years for the husbands and four years for the 
wives. Dr. Ogle was of opinion that as far as the increase in 
population goes, the matter of importance is the age of the wife, and 
not of the husband, and any material diminution in the growth of the 
people that is to be looked for from retarded marriage must be 
obtained by retarding the marriage of women. In France there is 
much concern at the present time about the question of depopulation, 
and an extra Parliamentary Commission has been appointed to 
consider the subject. Thus it seems in that country from statistical 
tables (B..1/.J., January 31, 1903) that of the whole male population 
of France between the ages of 20 and 24 only 7 per cent. are 
married; of men between the ages of 25 and 29 a little over 50 per 
cent. are married. Still of the whole male population of France 
between the years of 18 and 49 it is a striking fact that 45°8 per cent. 
are unmarried, while of the whole female population between the 
ages of 15 and 49 there are 44°9 per'cent. unmarried. M. Dumont, a 
high authority, thinks that, without altering in any degree the 
fecundity of the individual, the lowering of the age of marriage from 
28 to 24 for men, and from 24 to 20 for women would sufficiently 
raise the birth-rate to enable France to keep abreast with other 
nations. There are divers considerations of another kind affecting 
this question which it is unnecessary to dwell upon. But with us, 
as regards men, it is not the age at which they marry that is of so 
much importance, but the question whether they marry at all. It 
appears that in the upper classes not only do a large proportion 
remain throughout life unmarried, but those who do marry, marry at 
a much more advanced age than is the case with the rest of the 
population. Apparently this cause, along with caste distinctions of 
intermarriage, affords an explanation of the decline of aristocratic 
families, in some instances even to their obliteration. 

The difference I have alluded to in the birth-rate between the 
upper and the lower classes indicates that society is continually 
renewing itself at the base, and dwindling in the upper strata. 
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Those exhibiting the reproductive capacity more fully are gradually, 
yet surely, encroaching in numbers upon the more carefully cultured 
and intellectual classes. When the principles of this great social 
evolution are more widely and more truly apprehended there will 
be a clearer insight into the relation of causes and effects, an ardent 
pondering of many intricate problems which confront the future, not 
the least of which, according to Spencer, will be that it is on an 
increase of the psychical activities that increased individuation and 
diminished genesis in the time to come must depend and may be 
looked for. But what I wish to draw attention to more particularly, 
and what is more the home subject of this Society, is the waste of 
life from antenatal losses, positive and preventitive. There appears to 
be a growing tendency to place a lessened estimate upon the value 
and preservation of this form of being. There is a tardy acceptance 
among us of what seem to be the plain deductions from such a want 
of recognition; the consequences are fraught with serious meaning, 
they aim at the fundamental laws of society. 

In order to show more clearly the waste from antenatal loss, I 
have taken a number of cases from my hospital out-patient books, 
and an equal number from the note-books of my private cases— the 
latter presumably in a better class of life. ‘The total represents 4,000 
married women taken back in consecutive order from the present 
date. I have not added the doubtful cases, about which there is 
much uncertainty in getting trustworthy information. Let me say, 
in parenthesis, that on few subjects do women mislead more than 
on the question of miscarriage or pregnancy. History repeats itself. 
Sterility is still considered among many women to be a reproach, 
none like to admit that they are incapable of child-bearing, and upon 
few matters do they seek to persuade themselves more firmly than 
upon this aptitude. Hence, while weakly reasoning they strongly 
feel, often unwittingly, or even with malice prepense, they fondly and 
boldly pervert patent facts, forgetting that testimony is not evidence 
and that self-deception is not belief. 


J. ANALYSIS OF PREGNANCIES IN REFERENCE TO ABORTIONS AND TO FECUNDITY. 


2,000 Hospital Cases. 2,000 Private Cases. 


Percentage Number Percentage Number 
Number. of per Number. of per 

whole. Woman. whole. Woman. 
Children + os Qe 84°14 3°84 4,440 83°87 222 
Abortions ... ... 1,444 15°86 0:72 d54 16°15 0°42 


Total Pregnancies... 9,131 100-0 4°56 5,294 100°0 2°64 


— 
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II. Ratio or ABORTIONS TO PREGNANCIES AND CHILDREN. 


2,000 Hospital Cases. 2,000 Private Cases. 
Bring about Bring about 
Ratio of Abortions to Percentage. lin. Percentage. lin. 


Pregnancies ... ... 15°86 6 16°13 6 
Ratio of Abortions to 
Children aan 18°85 5 19-23 5 


II]. Anatysis IN RererENce to Fecunpity, STERILITY, AND ABORTIONS. 
2,000 Hospital 2,000 Private 
Cases. Cases. 
Total Number of Children... ... 7,687 4,440 
Total Number of Abortions ... ... 1,449 854 
Proportion of Children to Number of 
Pregnancies ... ; 84:13 / 83°86 % 
Proportion of Abortions ‘to Number 
of Children ... ... side Baa 18°85 Te 19-23 % 
Number of Sterile Women Bh: 195 =9°75 ¥ 386 =19°3 ¥ 
Number who had not Aborted at all 1,176 1,363 
Number who had Aborted ~~ st 72 55 
Ages: 30 and below . ae ae 715 488 
Between 30 and 40 Bee, asas 653 711 
AQiand Bbove:;. <0. 66 se 632 801 


LOS a ac Ge ere 2,000 2,000 


IV. Summary or 4,000 Caszs. 


Total Number of Children ... 2.0.0 0.0 02. cee eee 12,127 
Total Number of Abortions... ... ee 2,303 
Proportion of Children to Number of Pregnancies ys 84-04 pA 
Proportion of Abortions to Number of Children... 18°99 %/ =1 in 5. 
Number of Sterile Women... ... Ree eee aa 581 = 14525 
Number who had not Aborted at all . vee ees ces | 2009 == 63° 475 7 
Number who had Aborted only ... ... 0... wee 127= 3°175 
ee eee 1,203 
Between s0'and 20)... 6 sks Sew Sees 1,364 
AOTARGTRDOVE, Sau kes. See! Ski, ace Kee te 1,433 


te aces Swe ae 4,000 


From these tables the inferences to be drawn seem to point to the 
great waste of life from abortion and antenatal death. In the gross 
these do not appear to be very different in the two classes of society. 
But the actual number of cases of sterility are very much in excess 
among the higher classes in these tables. 

i. The tables show the greater fecundity of the poorer classes. 
The number of children is very nearly double in the hospital cases 
compared with the private list. This is not a desirable condition 
of things in a country burdened with taxation, heavy poor rates, and 
swarming with aliens. 

ii. That the better classes abort more frequently than the lower. The 
percentage of abortions among the well-to-do married class is greater. 
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Why? Is intentional abortion a factor of any grave significance ? 
It is also worthy of notice that the percentage of abortions in the 
upper class is greater whether in relation to their pregnancies or 
their number of children. It follows that among the better class 
there is a great antenatal waste. 

iii. Sterility is far commoner among the beiter class. The figures 
speak for themselves; most probably some of this is intentional 
sterility, and if so, goes far to accentuate the fact that a general 
decadence is manifest. This table also tends to prove that abortion 
is relatively more frequent among the well-to-do because the greater 
number of sterile women among the private list leaves a much 
smaller number of women the chance of aborting than among the 
lower class. 

iv. That the proportion of one miscarriage to every five children, 
or 20 per cent., expresses a formidable antenatal waste of life. 
Despite the marked advances made in obstetrics and gynecology 
during the past twenty years a 20 per cent. abortion status is far too 
high. 

v. The subject must suffer to some degree from inaccuracies, and 
statistics must be of some dubious value where it is impossible 
to compute the number of still-born children. In view of this 
statement, it seems to be very desirable that the birth of still-born 
children should be recognised and registered. In estimating this 
number the only information available is from the records of 
maternity hospitals and lying-in charities; from these sources I 
judge it to be about 3 per cent. as nearly as I can form an opinion. 

vi. Lastly, these statistics are taken from 4,000 cases, including 
the entire productive life of women, and in computing sterility, 
roughly two years of married life have been allowed. 

Sir William Priestley, in his work upon the pathology of intra- 
uterine death, classifies the causes as, first, those acting through the 
male parent, then those which act through the intervention of the 
mother, and, lastly, those which more particularly belong to the 
foetus itself, although possibly remotely related to both parents. 
Since the time at which he wrote, 1887, there has been a complete 
change in this branch of pathology relating to the placenta, and 
decided alteration in the views and opinions regarding the early 
development of the embryo. Some of them doubtless are from positive 
causes, but a large proportion from others and more obviously 
preventive. This brings out then the point of the question—viz., 
the loss of life—or waste—from, first, positive, second, preventive 
causes. It is more difficult to form any accurate estimate of the 





318 Journal of Obstetrics and Gynzcology 


actual loss from antenatal deaths, from monstrosities, various 
diseases, and degenerations. 

According to Weismann, from the evolution standpoint, the 
origin of a variation is due to the constant occurrence of slight 
inequalities in the germ plasm, and that as the acquired characters 
affecting the constitution of parents are certain to affect the nutrition 
of the germ plasm, it is therefore clear that acquired characters or 
their consequences will be inherited. 

The attention of the profession to antenatal diagnosis and the 
important conclusions it unfolds has been ably set forth by Dr. 
Ballantyne. His observations will go far to reform our knowledge, 
and to stimulate further inquiries into this subject. There is a 
prospect of much valuable aid from this branch of research, with the 
probability of much light being thrown upon the explanation of 
many physiological and pathological processes. 

The number of deaths registered from abortion, as I have said in 
the report quoted for the year 1900, number 218. Manifestly this is 
a small proportion to the number of cases of abortion which occur 
so frequently in the practice of medical men; many no doubt are 
classed under septicemia, peritonitis, pelvic peritonitis, etc. I 
cannot say whether some of these might be classed as preventible, 
or how many, but this I know from personal observation and from 
the statements of fellow practitioners, that there is a great waste of 
life and consequent loss to the country from this cause. That is, 
that the limitations of families and the overt means taken to restrict 
the production of infant life is responsible for a great proportion. 
From a medical point of view the society aspect of the restriction of 
families has come before us much more prominently in recent years. 
The subject is more openly discussed and talked about. 

We cannot adhere to that most unfortunate dictum of Burke when 
he assigned as a reason for regretting the departure of the age of 
chivalry, the fact that “in those days vice had lost half its evil by 
losing all its grossness.” As an abstract ethical truth the knowledge 
of wickedness is not wisdom; the thinly-veiled sophistries of the 
teaching of what is called modern civilisation is rapidly growing 
in the community. ‘The advertisement columns in some newspapers, 
the unscrupulous use of our postal facilities by the quacks who flaunt 
with shameless aggressiveness the nostrums and means for the 
prevention of offspring are well known to us. The conversation of the 
day among women of all classes some of whom, more advanced than 
others, with unblushing effrontery distribute printed information for 
effecting this object, is equally notorious. Nay, among some even 
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the understanding at the time of marriage that no children are to be 
the result is not an infrequent episode in society life. This so-called 
compact is flatteringly self-justified on the ground of conveniency, 
insufficiency of means, the idea of pleasure, and often speciously on 
the ground of health. 

The profligacy and hollowness of social life, from such illustra- 
tions, has removed the necessity for any reticence on the part of 
teachers who can feel themselves free to oppose these misguided evils, 
and to face them with an uncompromising force of juster reasoning. 
That it was the custom, as well as the convenience, of provoking 
miscarriage at will, coupled with the utter disregard of the value of 
infant life in ages long ago, we have the testimony of historians. 
This pernicious practice has led to protective legislation in many 
countries. Even amidst the culture and refinement of Greece we 
may infer that the habit very generally prevailed from the 
precautions which we read to have been specially directed against it. 
The venerable Father of Medicine in the oath which he obliged all 
who became his disciples to take, especially condemns and exacts 
from them by its solemnity the declaration that they will never be 
guilty of attempts to frustrate the designs of nature in this respect. 

If the type of virtue has not faded, if the character of human 
nature has not utterly decayed, if there has been no progress since 
his time, even in this respect, shall we not consummate this high 
ideal and abide by the Hippocratic oath? Or shall we, as citizens 
of an advanced materialistic civilisation shelter ourselves behind the 
doubtful cloak of what is called the teaching of science, the soulless 
evolution of a blighted and corrupt interpretation of the supernatural 
above nature! 

I thank you for the patience with which you have listened to this 
somewhat discursive and desultory address. I plead the short notice, 
the participation in an active life, the multiplicity of daily duties, 
in the endeavour to collect stray thoughts, and draw conclusions on 
subjects of engrossing importance. We come and go. The old order 
changeth, each in turn plays his part on this mundane stage. The 
curtain falls, we sink behind the scenes, and drifting into the vast 
thoroughfare of the world outside, our voices are lost amid the tumult 
of the restless throng, or, as Lowell pithily expresses the sentiment—- 


Life is a leaf of paper white, 
Whereon each of us may write 
His word or two, and then comes night. 
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SOME EXPERIENCES IN THE GYNECOLOGICAL 
SURGERY OF THE ABDOMEN.* 


By JAMES HAIG FERGUSON, M.D., F.R.C.P., F.R.C.S. (Edin.), 
Lecturer on Midwifery and Diseases of Women, School of 
Medicine of the Royal Colleges, Edinburgh; Gynecologist, 
Leith Hospital; Asistant Physician, Royal Maternity Hospital, 
Edinburgh; Vice-President, Edinburgh Obstetrical Society. 


I ventcre to record to-night a few experiences in gynecological 
abdominal operations, taken very much at random from my records, 
which I hope may be of interest to the fellows of the Society, and 
which may serve at least as a text for the ventilation of the 
experiences and views of some of the other fellows. In attempting 
to classify such experiences in a way likely to be useful or 
interesting, I would divide them into a series-—(1) according to the 
class of operation which furnished such experience during the actual 
operative procedure, and (2) in respect to after-treatment and 
subsequent progress in so far as these latter yielded anything worthy 
of special record. 

The ordinary details of a straight-going case of abdominal section 
are so well known and understood that, although no two cases are 
ever exactly the same in detail or in subsequent progress, yet the 
general principles which govern such procedures remain much the 
same all through, and render the description of one case equally, or 
almost equally, applicable to most others. I have therefore, in 
selecting the material for this paper, chosen those cases which have 
differed markedly in certain details from the ordinary run of what 
might be termed “ normal cases,” thus affording in some particulars 
exceptions to the general rule of comparative uniformity. I must 
apologise for the somewhat disjointed way in which the following 
notes have been put together, as the paper had originally to be 
written on comparatively short notice and amid much pressure of 
other work, and I have had little time since for any alteration or 
am plication : — 

I. Ovariotomies, Oidphorectomies, Exploratory Incisions, etc. 

(a) The necessity for opening the abdomen in a woman suffering 
from acute infectious disease must be a rare one. The following 
instance admitted of no alternative :—-Mrs. W., et. 35, was suffering 
from persistent sickness, which was at first thought to be due to a 


* Read before the Edinburgh Obstetrical Society, 11th February, 1903. 
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retroverted gravid uterus, as she had not menstruated since her last 
child was born, four months previously, but she had some slight 
hemorrhagic discharge on presenting herself for treatment. For 
two months she had been sick only before meals, but a week prior to 
her admission the sickness became persistent. The body of the 
uterus was retroverted, the cervix was soft, and the uterus 
considerably enlarged. The uterus was replaced, and a pessary 
introduced, and the sickness was somewhat relieved for a time. Soon 
afterwards the sickness returned in an aggravated form; she began 
to rave, the pulse went up to 120, and the temperature likewise rose. 
She next complained of abdominal pain, and on further examination 
a cystic tumour, very tender on pressure, was found lying alongside 
the uterus in the pelvis. The diagnosis of ovarian tumour with 
twisted pedicle was made. At the same time desquamation was 
observed on the fingers, and this subsequently became general, and 
was associated with albuminuria. It thus became pretty obvious that 
she was suffering from scarlet fever. As the patient was manifestly 
dying from the abdominal condition, it was decided to open the 
abdomen to give her the only chance of recovery. An ovarian 
tumour, perfectly black from effused blood, and with a twisted 
pedicle, was found and easily removed. ‘The patient’s urgent 
symptoms were much relieved, but unfortunately she died two days 
thereafter. I know of no other case exactly comparable to this one. 
(b) Opening the abdomen twice (apart from the question of 
operating for ventral hernia). I have on four occasions opened the 
abdomen a second time in patients on whom ovariotomy had 
previously been performed. In only one of these cases had I the 
opportunity of doing it on both occasions myself. In two cases it 
was for recurrence of ovarian tumour—one a simple ovarian tumour 
(associated with a pyosalpinx as large as a banana), and the second a 
papilloma. In a third case it was to remove a fibroma from the 
broad ligament in a patient on whom double oéphorectomy had been 
performed five years previously for disease of the appendages, and 
in the fourth case it was for the purpose of doing abdominal 
hysterectomy in a patient from whom the ovaries had previously been 
removed for a fibroid without effect. The reason why the 
odphorectomy had failed in this case was seen to be that a large 
submucous development had taken place. The greatest care is 
necessary in opening the abdomen a second time, as, apart from the 
absence of the usual landmarks while cutting through the old 
cicatrix, I have on two occasions seen the small intestine closely 
adherent to the parietal peritoneum behind the old scar, and have 
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found the greatest difficulty in separating the adhesions, in one case 
finding it necessary to leave the peritoneum adherent to the gut by 
excising a portion from the parietes. Professor Kynoch brought the 
question of repeated ovariotomy recently before the Society in an 
interesting and suggestive paper in Vol. xxvii. of our 7'ransactions. 
(c) While we frequently see a patient exhibit transient pallor 
and cardiac inhibition while the ovaries are being manipulated or 
when the ligature is being tightened, it is seldom that an operation 
has to be abandoned on account of these symptoms producing 
alarming manifestations. The following is an example of an 
operation having to be stopped for such reasons :——The patient, A. R., 
zt. 29, had suffered from intolerable dysmenorrhea and more or less 
constant pelvic pain for nearly fifteen years, and had suffered many 
things at the hands of many physicians; but in spite of prolonged 
treatment she steadily got worse, and both ovaries were enlarged and 
tender. At her urgent request I opened the abdomen, and found the 
ovaries matted with adhesions. While attempting to separate the 
adhesions on the right side and draw the ovary to the surface the 
patient manifested all the symptoms of death from syncope. She was 
with difficulty resuscitated, and deeply anesthetised, as it was thought 
that the syncope might have resulted from deficient anesthesia on 
the first occasion. A second attempt was then made to free the 
ovary, when the same symptoms again occurred, and the same 
difficulty was experienced in bringing her round. Ether and 
strychnine were injected, and ether was now substituted for 
chloroform as the anesthetic. A third attempt was now made to 
proceed with the operation, followed by an exact repetition of the 
same symptoms, and the patient was again restored with difficulty 
from apparent death. I therefore determined in the circumstances 
to proceed no further, but quickly stitched up the abdomen, and sent 
her back to bed. She made a good recovery, and the interesting 
feature of the case now is that the pain has completely disappeared 
from the right side where the adhesions had been broken down. 
The pain, however, continues on the left side as before—that is to say, 
on the side where the ovary had not been touched. She is anxious 
for another operation, but I have counselled her to leave well alone in 
the meantime, but possibly she may persuade some other gynecologist 
to interfere, and I only hope that he will not have such an anxious 
time with her as I had. This case further affords an interesting 
example of the good effects which sometimes result from conservative 
gynecology. One is I fear sometimes tempted to think that the mere 
breaking down of adhesions and liberation of adherent structures is 
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but a small thing to do after opening the abdomen, and that 
something more radical should always be carried out, something, so 
to speak, more worthy of the occasion. I am strongly of opinion, 
however, that such views are erroneous, and that where at all 
possible conservative treatment should be the first and only 
consideration. 

(2) We do not often find any strikingly abnormal condition in 
the broad ligament during an operation. The following, however, is 
an example of a rare abnormality, which certainly gave Dr. Fordyce 
and me considerable anxiety at the time, as at first sight it looked 
as if we had excised an inch or more of the right ureter. The case 
was one of simple ovariotomy for a parovarian tumour, and Dr. 
Fordyce kindly assisted me at the operation. I have already shown 
the specimen to the Society. It consisted of a structure like a large 
blood vessel, was of the calibre of the brachial artery, and lay in the 
upper part of the broad ligament, being probably a dilated Gartner’s 
duct (Wolffian duct). Dr. Shennan, who examined it, reported as 
follows :—‘‘ The wall of the tube is composed of several layers of 
unstriped muscular tissue with a good deal of fibrous tissue as well. 
The lining is not at all distinct, but has most probably been endc- 
thelial or flat epithelial. It is very difficult to say whether it is 
blood vessel or not; if so it is not artery, but might be vein. It 
resembles somewhat other vessels in the section, but does not possess 
any elastic lamina as they do; so that I would just diagnose it as a 
tube with muscular walls and probably endothelial lining. The 
ureter is the most nearly related tube to it that I know. 
Clearly it could not be the ureter, as, in the first place, it was far 
from the normal situation of the ureter; and, secondly, the patient 
recovered without a bad symptom, and remains perfectly well, nearly 
two years after the operation. Its resemblance to the ureter bears 
out the contention that it was a persistent Wolffian duct owing to 
their close developmental relationship. Nagel is inclined to believe 
that the condition of double ureter which has been described by 
several writers is in reality a condition of persistent Wolffian duct. 
It may be noted that there were no varicose veins visible in the broad 
ligament of this patient at the operation. 

(ce) As a rule, in abdominal section we have no difficulty in 
recognising when we have entered the abdominal cavity. There are 
two circumstances which render this difficult—(1) when an ovarian 
cyst is so closely and intimately adherent to the parietal peritoneum 
that the line of demarcation between them is wanting or indefinite. 


It is comparatively seldom, however, that the adhesions are so 
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universal that it is impossible to distinguish between the tumour wall 
and the parietal peritoneum, as it was in the case I saw some years 
ago; (2) when there exists a localised encysted effusion, the result 
of tubercular or malignant disease, and giving the physical signs of 
an ovarian cystoma. ‘This was specially marked in one case on which 
I operated some time ago. I had diagnosed an ovarian cyst, but it 
turned out to be a cystic effusion associated with malignant disease 
of the intestines. The danger in such cases is the stripping of the 
parietal peritoneum off the abdominal wall, under the mistaken idea 
that one is separating an adherent cyst. Since seeing such an 
accident occur in one case, I have found a good rule in doubtful cases 
to open the supposed cyst and ascertain its contents and nature. In 
the case above referred to the peritoneum was } inch in thickness, 
and unless it had been deliberately cut through and the real 
relationships discovered, the whole parietal peritoneum would almost 
certainly have been separated from the abdominal wall under the 
impression that we were dealing with an adherent cyst. 

({) Everyone has had experience of the altered physical signs 
caused by the spontaneous intra-peritoneal rupture of an ovarian 
cyst, and even of the apparent disappearance of the tumour from this 
cause. Dr. Haultain has fully discussed the question in an 
interesting paper read before this Society two years ago, and I would 
only express my opinion that such a rupture is an additional reason 
for immediate interference, and not for delay. 

(g) Puncture or laceration of intestine during operation is 
fortunately a very rare occurrence. The only case of the kind I have 
personally met with was where an over zealous assistant, in removing 
a gauze swab from the abdomen with a pair of Kocher’s forceps just 
before I finally closed the wound, picked up not only the swab but a 
coil of small intestine lying underneath it, and inflicted two lacerated 
wounds on the gut. Fortunately the patient was none the worse for 
this accident as the rents were at once successfully repaired, but, of 
course, it gravely added to the risk of the operation. It is, I think, a 
lesson to us that the fingers are the best forceps for removing 
swabs, and, I fear, it has made me somewhat prejudiced, though 
perhaps unjustly, against Kocher’s forceps. 

(h) I have already recorded a remarkable case where an ovarian 
tumour was completely removed by abdominal section without 
opening the peritoneal cavity (see 7'rans. Edin. Obst. Soc., Vol. xvi. 
p. 154). 

(:) I may here note an interesting case where a cyst of the kidney, 
extending down into the pelvis, simulated an ovarian tumour. On 
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examining the patient (Miss T.) a fluctuating swelling was found on 
the right side, and could be distinctly palpated by vaginal and rectal 
bi-manual examination. The diagnosis was arrived at from the facts 
that it could be pushed up out of the pelvis, with which it seemed 
to have no connection, and that the colon gave a tympanitic note over 
the tumour when the latter was pushed up into the abdomen. There 
were no urinary symptoms, and the urine was normal in quantity and 
quality. As the tumour was a source of great inconvenience and 
distress to the patient I removed it by an anterior incision in the 
right linea semilunaris, which enabled me (1) to palpate the left 
kidney, which was found to be normal, and (2) gave easy access to 
the diseased kidney, which was too large to have come through a 
lumbar incision. The patient now is in perfect health, able for all 
the duties for which she was incapacitated before her operation, now 
fully two years ago, and her urinary secretion is normal in every 
respect. It is worthy of remark that no urinary or constitutional 
symptoms were produced by the operation, no doubt owing to the 
fact that the diseased kidney had been partially functionless for some 
length of time previously. Usually, as is well known, cystic kidneys 
are bilateral, but in this case the other kidney was perfectly healthy, 
and has not shown any signs of becoming cystic since. The ureter 
of the diseased kidney seemed to be in all respects normal. 
Before leaving the subject of ovarian operations generally I should 
like to compare my somewhat limited experience of the angiotribe 
with the ligature in dealing with the pedicle. I have never had the 
courage to close up the abdomen after treating the pedicle with the 
angiotribe alone, as the stump never gave me the impression that 
complete hemostasis had been secured, and therefore I always took 
the precaution of using the ligature as well. To my mind the 
preliminary use of the angiotribe, however, is a distinct advantage, 
especially in thick pedicles, as it enables us to use much finer silk 
ligatures, a matter of no small importance. 

II. Ewtra-Uterine Pregnancy. There are some points in 
connection with extra-uterine pregnancy that I should like to refer 
to. In the greater proportion of those cases I have met with 
retention of urine has been a prominent symptom, so much so that 
on meeting with a case of distended bladder two possibilities always 
occur to my mind—viz., extra-uterine gestation and a retroverted 
gravid uterus partially or completely incarcerated. On two occasions 
I have seen cases of extra-uterine gestation which, owing to the large 
abdominal swelling caused by the over-distended bladder, were 
supposed at first to be cases of ovarian tumour, the ectopic sacs in 
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each case being entirely pelvic. In several cases of ectopic gestation 
I have found the opposite tube diseased, and in two cases containing 
pus. In one case, which I exhibited at last meeting of the Society, 
there was a large abscess of the ovary on the same side. 

Severe metrostaxis, occurring in the course of the first week after 
operation for extra-uterine gestation, is a condition which I have 
occasionally met with. When it does occur it is much more profuse 
than what one is accustomed almost to expect after an ordinary 
ovariotomy or oédphorectomy. I am inclined to think it occurs chiefly 
in those cases where the decidual cast has not been thrown off from 
the uterine cavity before operation, and among my own cases I have 
only seen one exception. In one the metrostaxis was so severe as 
almost to cause the death of the patient. This patient was a married 
three-para, her eldest child aged five, and her youngest seventeen 
months; the latter she was nursing when first seen. She had 
menstruated regularly during the last sixteen months. Her bladder 
was distended as far up as her umbilicus, her temperature was 
101° F., and pulse 120, and a fluctuating swelling, tender on pressure, 
was felt behind the uterus. The uterus was empty and absolutely 
normal in size, as measured by the sound. From the history of the 
case, and from the patient’s symptoms and physical signs, the 
condition was diagnosed as a pelvic abscess. Having previously 
prepared the patient for the possibility of opening her abdomen, I 
opened the pelvic swelling through the posterior fornix vagine, when 
a large quantity of black clotted blood was evacuated instead of pus, 
as I had expected, and, though the ectopic sac could be now easily felt 
and recognised, it was impossible to deal with it from the vagina, 
and I therefore straightway proceeded to open the abdomen in the 
middle line. Immediately under the peritoneum an unusual 
structure presented itself to view, and seemed at first like large 
intestine. It proved, however (on passing a bladder sound) to be the 
bladder itself in an atonic condition as a result of its previous over- 
distension; and, though it had been kept empty by regular 
catheterisation during the previous 24 hours, it extended up in its 
empty and relaxed state to within two inches of the umbilicus. The 
gestation sac was found and ligatured, but some hemorrhage 
persisted, which was at last found to proceed from the other tube, 
where another swelling of similar appearance, but smaller, was 
discovered exuding blood from the infundibulum. This was likewise 
removed, a drainage tube passed through the opening already made 
in the posterior fornix, the abdomen closed, and the vagina plugged 
with iodoform gauze. As a result of the severe loss of blood which 
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had been sustained before operation, combined with the small loss 
during the operation, the patient was in a very collapsed condition, 
and had to be transfused on the table. She progressed well for three 
days, when a severe attack of uterine hemorrhage came on. The 
hemorrhage was so severe that, weakened as she was by her previous 
great loss of blood, it nearly caused her death, and I had to plug 
the uterus and administer ergotine to control it. It was at first 
thought that the blood came from the abdomen through the vaginal 
opening, but careful examination revealed its real source. The 
patient thereafter made a good recovery, and is now—three years 
since the operation—in excellent health. Unfortunately the second 
sac was lost, and I have no absolute proof it was also a gestation sac. 
In my own mind I have no doubt of it, and it thus makes the second 
case where I have removed a gestation sac from either side in one 
patient at the same operation. (‘The previous case appears in Trans. 
Edin. Obst. Soc., Vol. xxiv.). 

The points of interest in the above case are :—- 

(1) Retention of urine. 

(2) Normal size of uterus and the regular menstruation. The 
patient stated that she was always in the habit of passing shreds with 
her menstrual discharge. 

(3) The flaccid condition of the empty bladder, reaching almost 
to the umbilicus, and thus liable to injury on opening the abdomen. 

(4) The apparent two-sided gestation. 

(5) Metrostaxis occurring on the fourth day after operation to such 
an extent as to threaten the life of the patient. 

With such anomalous physical signs I fail to see how it was 


possible to diagnose extra-uterine pregnancy in this case, everything 
pointing more to a pelvic abscess. An amusing point in the case is 
that the patient lactated for 17 months in the hope of preventing 
another pregnancy, and yet in the irony of fate conception occurred 
in each tube. 


In this connection I may mention another case of extra-uterine 
gestation which I drained per vaginam ajter opening the abdomen. 
Mrs. MeP., aged 32, had a well-marked extra-uterine sac about the 
size of a cocoa-nut. In attempting to remove it through the 
abdominal incision the sac, which was densely adherent, burst, and a 
considerable quantity of bloody, stinking fluid escaped into the 
peritoneal cavity. The sac was removed, and to ensure complete 
drainage I opened the posterior cavity in the way so well described by 
Dr. Brewis, and drained through the vagina. The patient had an 
uninterrupted convalescence, the temperature never reaching 100° F. 
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I am inclined to think that in all cases where feetid fluid escapes 
into the peritoneal cavity this method of drainage offers the best 
chance to the patient, and is preferable to drainage through the 
abdominal wound. In determining the question of drainage I have 
found gonorrheal pus much less irritating to the peritoneum than 
the ordinary pyogenic organisms. It is important to note in vaginal 
drainage of abdominal cases that the head of the bed should 
preferably be raised so as to facilitate the drainage. On the other 
hand, where no drain has been left in the peritoneal cavity, and there 
is reason to fear the presence of septic fluid, it is of the highest 
importance in these cases to elevate the foot of the bed so as to 
spread the fluid over a larger area of peritoneum, and thus hasten 
absorption and prevent its accumulating in the pelvis. The further 
advantages of tilting the foot of the bed are the emptying of the 
pelvic veins, lessening any tendency to oozing, giving a fuller blood 


supply to the brain, and to a certain extent rendering the passage of 
flatus per rectum easier. 

Ill. Cases of Hysterectomy with After Complications. This 
opens the question of hysterectomy v. o6phorectomy in the treatment 
of fibroids. I am strongly of opinion that a fibroid does not require 


operation merely on account of its presence. Interference must be 
regulated by (1) the age of the patient, (2) the rapidity of growth, 
(3) the size, (4) pressure symptoms and pain, (5) absence or presence 
of hemorrhage, especially when the hemorrhage is not amenable to 
rest and drugs, (6) the question of degenerative or infective changes 
occurring in the growth, (7) the association of pregnancy with fibroid, 
(8) the possibility of axial rotation of a sub-peritoneal tumour, which 
latter would merely call for myomectomy. I am old-fashioned 
enough to believe still in the removal of the ovaries for fibroids under 
suitable conditions. I have only been disappointed once in this 
operation, and in that case a sub-mucous polypus afterwards 
developed, producing profuse hemorrhage. 

The case in which [I would advocate oéphorectomy are in fibroids 
less in size than a five months’ pregnancy, where the tumour is 
manifestly growing rapidly in a woman under 40, but not tending 
specially to become intra-ligamentous, or under similar circumstances 
where the hemorrhage is severe, and where we can eliminate the 
existence of a sub-mucous polypus. The operation of oéphorectomy 
is undoubtedly less dangerous than hysterectomy, in spite of all that 
may be said to the contrary, and, provided the operation is a thorough 
one, is usually satisfactory in suitable cases. I should always, 
however, get the consent of the patient to hysterectomy, in case, after 
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opening the abdomen, this were found to be necessary or desirable. 
The younger the patient the more discomfort will she likely have 
after odphorectomy, but I have seen no great, and certainly no 
permanent, discomfort ensue, and I do not believe the sexual feelings 
are altered, or that a woman is less a woman after oéphorectomy than 
any woman is after her natural menopause, and who would ever 
consider such women unsexed or sexless? In simple fibroids of 
larger size than a five months’ pregnancy, where operative interfer- 
ence is called for, hysterectomy is the only alternative, but in a 
woman well above 40 palliative remedies should, so far as possible, 
be advised, trusting to the contracting and absorbing powers of the 
menopause. In those rare cases where fibroids grow after the 
menopause hysterectomy is clearly indicated. 

I firmly believe that in well selected cases on the lines indicated 
odphorectomy will give excellent results in fibroids, and, such being 
the case, I contend that it is only just and fair that a patient should 
have the benefit of the less severe operation where at all possible to 
do so. An argument advanced against odphorectomy is that fibroid 
tumours are liable to become malignant. There is, however, no 
definite proof of this; a large proportion of cases described as 
sarcomatous degeneration of fibroids are really infected fibroids. I 
have met with one such infected case, apparently the result of 
Apostoli treatment. I have seen diabetes develop in connection with 
a large fibroid after the menopause, and also multiple cerebro-spinal 
sclerosis, and one might almost as well say that these diseases, 
developing in such circumstances, were caused by the fibroids. I 
have recorded a case of carcinoma arising in the cervix of a uterus 
containing a fibroid in the fundus, and this seems to be not a very 
uncommon combination. The two conditions, however, are quite 
distinct, and I have never seen a demonstration of a fibroid which 
had become malignant. 

I venture to record the following case of hysterectomy, as it has 
several points of interest:—-The patient, M. P., wet. 41, had a large 
interstitial fibroid tumour reaching up above the umbilicus, and 
causing pressure symptoms. - As the tumour was growing pretty 
rapidly, and the pressure symptoms were increasing, the condition 
clearly called for hysterectomy. In reference to this I should like 
to call attention to the great importance of preparing patients 
beforehand for such a serious operation as hysterectomy. I think it 
was Dr. Williams Duncan, of London, who first drew attention to 
the possibility of mitigating the dangers of heart failure and shock 
after such operations by the administration of strychnine for several 
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days before and after the operation. I can corroborate this observa- 
tion, and believe such preparatory treatment to be an invaluable aid 
in such cases. The strychnine can either be given by the mouth 
or hypodermically. There was nothing calling for remark in the 
operation on the above case of M. P., but it is more to her subsequent 
progress that I desire to call your attention. She was operated 
upon on February 12th, 1902, and it was not until August 20th of the 
same year that she was discharged well and able to go about her 
usual duties. The operation was done by Kelly’s method, and 
subsequently an abscess formed between the layers of the broad 
ligament and around the stump of the cervix which was left. This 
I ascribe to some unsatisfactory catgut which was used to stitch up 
the broad ligament. I generally use, and much prefer, fine silk for 
this purpose, as it can be thoroughly sterilised. For four months 
after the operation the pulse varied from 112 to 140, and the 
temperature fluctuated from a little above to a little below 101° F. 
I opened the abscesses freely on several occasions, both per vaginam 
and through the abdominal wall. About four months after the 
operation she had an attack of complete intestinal obstruction with 
great distension of the abdomen and copious stercoraceous vomiting. 
All these alarming symptoms rapidly disappeared after evacuating a 
large collection of pus from the pelvis. The extraordinary thing is 
that after such a long period of suppuration and pyrexia the patient 
completely recovered without any complication arising in any 
internal organ, and that she never had any bed-sores, which latter 
fact says much for the careful nursing she received. 

The largest fibroid tumour I have removed was one weighing 
28 lbs., which I have already shown to the Society. The patient, 
Mrs. J., had suffered from it for nearly 20 years, and its growth had 
been so gradual and steady that it forced almost all the intestines 
into a large hernial sac in front of it, the tumour itself filling 
practically the whole of the original abdominal cavity. The patient’s 
condition was such that she could not have lived long owing to 
pressure symptoms and commencing ulceration of the skin of the 
abdomen, which was so thin from the distension that it looked as if 
on the point of giving way. The tumour was easily removed, but the 
point of interest was that, owing to the prolonged pressure, the 
muscular tissue of the abdominal wall had become atrophied; the 
recti were displaced into either flank, and there was nothing but skin 
and fibrous tissue to unite in closing the wound, so that, although 
the tumour was removed, there was no possibility of curing the 
hernia. In spite of this, however, the patient is now fairly 
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comfortable, and fit for her duties, with the aid of a specially 
constructed abdominal belt. During the convalescence of this patient 
an interesting thing occurred which may be worth while recording. 
She had complained for some days of rectal pain, and one day 
during a motion of the bowels she alarmed the nurse by calling out in 
great pain, and complaining of something sharp and cutting passing 
out of the bowel. The nurse on examination found a considerable 
quantity of blood in the bed-pan, and on investigating the stool found 
a piece of broken white porcelain about an inch long (which I now 
show). There was no article of china or porcelain, broken or 
unbroken, corresponding to this in the house, and apparently the 


patient must have in some mysterious way swallowed it, though she 


was quite unaware of ever having done so. 

Before leaving the question of fibroids I would just add that I 
have only met one case of sequestrated fibroid. Its connection with 
the uterus had been completely severed, and it was attached to the 
appendix vermiformis by an adhesion. The tumour was completely 
calcified, as seems to be so often the case in sequestrated fibroids. 

IV. Complications and Points of Interest in Ajter Treatment and 
Subsequent Progress. 

(a) Mania after Ovariotomy. A paper of much interest was read 
before this Society by Sir Halliday Croom on the “ Psychoses 
following Abdominal Operations,” which must still be fresh in the 
memory of those who heard it, and.in this connection I should like 
to record the only case of mental disturbance which it has been my 
fortune to meet with after operation. From Mrs. R., et. 25, a large 
ovarian cystoma was removed; the other ovary, being healthy, was 
not interfered with. On the third day after the operation, and 
without warning of any kind, she became maniacal, got out of bed in 
the absence of the nurse, walked round the ward three times, and 
threatened to commit suicide by jumping out of the window. She 
was secured, strapped in bed and quietened with hyoscine. In a 
week’s time she was again perfectly rational, the wound was healed 
by first intention without complication of any kind, and she was 
none the worse of her premature perambulations on the third day. 
The temperature never rose above 99° F. What was the cause of the 
mania in this case? It clearly was not due to sepsis or temperature, 
and there was apparently no hereditary mental taint. 

(6) Ventral hernia from giving way of the abdominal cicatrix has 
not, in my experience, been a common after complication. In a few 
cases it cannot be prevented, and I would classify these cases, 
according to my limited experience, under two heads—(1) as a result 
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of puncturing with the suture needle an artery (possibly some 
aberrant branch of the deep epigastric in the abdominal wall), and 
(2) in opening the abdomen during the early months of pregnancy 
there is a risk of hernia, provided the pregnancy continues, from the 
subsequent stretching of the recent cicatrix by the growing uterus. 
In cases of puncture of an artery with the suture needle a blood-cyst 
forms, which is apt subsequently to break down and thus materially 
to weaken the abdominal wall. This is an accident fortunately not 
common, which cannot be foreseen or avoided, and is certainly most 
apt to occur if through and through sutures be used. In opening 
the abdomen during the early months of pregnancy a ventral hernia 
resulted in one case where I removed a dermoid cyst blocking the 
pelvis of a patient four months pregnant. She went to full time, and 
was safely delivered of a child above the average size. After the 
puerperium a small hernia, the size of a florin, was discovered at the 
lower end of the cicatrix between the recti muscles. In this case, 
when the recti muscles were strongly contracted, the hernial opening 
was obliterated by their inner borders coming into close apposition. 
This gave a guide to the treatment, which consisted in regulated 
exercises whereby the recti muscles were developed and strengthened, 
and the hernia ultimately disappeared. In most cases of hernia, 
however, operative treatment is necessary on the usual surgical 
principles. There is no doubt much can be done to prevent 
subsequent hernia by careful attention to operative details. 

1. The method even of opening the abdomen, and also of 
enlarging the wound is of considerable importance. It is advisable 
to injure the recti muscles as little as possible, so as not to interfere 
with their vitality or injure their nerve supply. In my opinion 
scissors should never be used to prolong the original incision, as 
scissors always contuse the edge of the wound, and thus contribute 
to defective union. 

2. There is no doubt that the longer the incision the greater is 
the tendency to subsequent hernia, but there are certain conditions 
where we are clearly justified in risking a hernia in this way, and I 
would instance two of these :—-(a) In removing a papilloma of the 
ovary it is of the highest importance to remove it in its entirety, in 
case of the escape of its contents infecting the general peritoneum. 
We are, therefore, compelled to make a long incision. Peritoneal 
infection from such a cause is clearly a much greater danger to the 
patient than a long wound with its greater risk of subsequent hernia. 
(6) The attempt to remove a solid tumour through an incision 
barely sufficient for it is very apt to produce contusion and bruising 
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of the edges of the wound, a most unfavourable condition for 
subsequent healing by first intention. It is, therefore, short-sighted 
policy in such a case not to lengthen the incision to such an extent as 
to permit easy removal. 

3. Method of sewing up the abdominal wound. Without entering 
into a disquisition on the various methods of sewing up the abdomen, 
I should like to refer to a method which I have lately adopted in 
many cases, and which I have found has given good results. The 
principle of this method is not to include any of the fibres of the 
recti muscles in the bite of the sutures. If we consider the effects 
of the contraction of the recti muscles we see that, when contracted, 
they approximate towards the middle line and each other (which can 
be readily demonstrated in the puerperal abdomen, etc.), thus 
effectually preventing hernial tendency. If portions of these muscles 
are included in their continuity in the bite of the sutures in the 
ordinary methods of sewing up the abdomen the following dis- 
advantages result:-—(1) During any post-operative sickness or 
straining the muscles are prevented by the presence of the sutures 
from contracting normally, a source of great pain to the patient at 
the time, and giving rise to a distinct predisposition to hernia. 
(2) The muscle tissue in the bite of the sutures has its vitality 
lowered by interference with its vascular supply, leading to possible 
degeneration and absorption of muscle fibres. (3) Though the 
nervous supply enters from the outer edges of the recti, yet the 
involvement of the peripheral ends of the motor nerves in the sutures 
must lead to muscular paresis, and, possibly, degeneration. In some 
cases these results are so marked that the muscular fibres seem to 
have been almost completely replaced by fibrous tissue, a very frail 
barrier to a hernia. No doubt such results are more liable to occur 
if the stitches have been too tightly drawn. In sewing up the wound 
the method I have followed to avoid the recti muscles is as follows : 
Ist. Continuous peritoneal suture, including also posterior sheaths 
of recti, or transversalis fascia; 2nd continuous suture to unite 
anterior sheaths of recti; 3rd interrupted sutures of silkworm gut, 
including skin and superficial fascia. I have had very satisfactory 
results with the method, with no tendency to hernia, and with greater 
comfort to the patient all through. For further information as 
regards this method I would refer to an interesting paper by Mr. 
Buck, in the British Medical Journal of November 16th, 1901. 

(c) Extrusion of intestines through the abdominal wound after 
the patient has been put back to bed. This accident I have seen 
occur twice. In the one case, about 18 years ago, it was after a 
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hysterectomy, when the old clump method was in vogue, and it 
occurred 10 or 12 days after the operation, as a result of the patient 
sitting up in bed. The second case happened in my own experience 
some years ago. The patient, Mrs. G., was operated upon by me for 
double pyosalpinx. On opening the abdomen the adhesions over 
the brim of the pelvis were so dense and the bowels so matted with 
recent and old-standing inflammation that it was impossible to reach 
the tubes from above. I therefore opened the posterior fornix, per 
vaginam, and with the left hand in the abdominal cavity, and two 
fingers of the right hand through the vaginal opening, I scraped 
away the pus and caseous matter from both affected tubes. The hand 
in the abdomen was used as a guide and fixed point to prevent the 
fingers in the pelvis passing up too far, and thus opening into the 
general peritoneal cavity from below. The abscess cavity and the 
vagina were plugged with iodoform gauze, and the abdominal wound 
was closed by an assistant, as my right hand was necessarily septic. 
Three or four hours afterwards the doctor in charge of the case sent 
to say that he thought the patient was suffering from hemorrhage 
into the abdominal cavity from some adhesions which we had at first 
tried to break down. As I was unable to go at once owing to another 
urgent case with which I was occupied, I advised his taking out the 
lowest stitch of the abdominal wound, and if there was hemorrhage J 
would arrange to come at once. The report sent back was that there 
was no hemorrhage, which I fully expected, as I failed to see 
where any could come from. I therefore did not see the patient till 
the evening, and found her condition satisfactory, and that she was 
recovering from the effects of what had manifestly been shock. I did 
not disturb the dressing that day, but on the following day, on 
looking at the wound, found, to my horror, a coil of small intestine 
lying outside the abdomen, and almost all the stitches of the wound 
removed, the explanation being that on the previous day, so sure was 
the doctor in charge of the presence of hemorrhage that he removed 
one stitch after another, always expecting blood to appear as each 
stitch was cut! We at once gave the patient some chloroform, 
sponged the intestines carefully before replacing them, and closed 
the abdomen with some horsehair, which was the only material 
available. The patient never experienced a bad symptom after this, 
made an uninterrupted recovery, and is now in the enjoyment of 
perfect health. 

(d) I have seen one case of subacute peritonitis after ovariotomy, 
which I ascribed to some shreds from the edges of badly prepared 
ssauze swabs being left in the peritoneal cavity, in spite of all I could 
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do to secure their complete removal. This served as a lesson to me to 
personally see to the preparation of swabs in all cases where I 
had the least doubt as to the ability or intelligence of the nurse. 

(e) Since finer silk is now being used for ligatures in the abdomen 
we consequently seldom see the extrusion of ligatures through 
sinuses at varying intervals after operation, as was at one time by no 
means uncommon. ‘The presence of a persistent sinus in the 
abdominal wall should always make us suspect the possibility of 
such an occurrence. Ten years ago I exhibited before this Society a 
series of phosphatic calculi which I removed per urethram from the 
bladder of a patient who a year previously had undergone abdominal 
section, and where it had been found necessary to use an unusual 
number of silk ligatures. The nucleus of the largest calculus was 
formed of one of these silk ligatures. The patient has had no further 
trouble of any kind, and she lately reported herself to me in excellent 
health. 

(f) I have on two occasions seen keloid development in the 
abdominal cicatrix. In one case it was, I think, due to want of 
accurate apposition of the wound, as owing to the exhausted condition 
of the patient the abdomen had to be closed very rapidly, and 
sufficient attention could not be given to careful coaptation. In the 
second case the wound had healed by second intention. The 
continuous application of ichthyol is, I find, the best treatment. 

(g) In conclusion, there is but one further point I would refer to 
in regard to the subsequent progress of pelvi-abdominal operations, 
and that is the possibility of the occurrence of intestinal obstruction 
even years after from kinking and strangulation of the bowel by some 
old-standing adhesion. It behoves us all to remember this possibility 
in all women who have undergone abdominal section, and to be on 
our guard to recognise early any suspicious symptoms. I have seen 
two cases where death resulted where if the first symptoms had been 
correctly interpreted earlier interference might have secured a 
satisfactory result. In one of the cases the patient, ten years after 
the removal of an ovarian tumour, had a natural confinement. Four 
years subsequently she began to suffer from dyspeptic symptoms, 
abdominal pain, and intestinal obstruction. These were treated 
lightly for about two months, when suddenly urgent symptoms 
developed, the abdomen was opened and a foot of gangrenous bowel 
was found strangulated by an old adhesion in connection with the old 
ovarian stump. We must never forget that intestinal obstruction 
may thus result even after the simplest and most uncomplicated 


abdominal section. Fortunately, however, it is not a common 
complication. 
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A CASE OF FIBROID POLYPUS WITH INVER- 
SION OF THE UTERUS; REDUCTION OF 
UTERUS AND REMOVAL OF THE TUMOUR. 


By GEO. GRANVILLE BANTOCK, M.D., F.R.C.S. (Edin). 


As a pendant to the case of “ Fundal Fibroid Polyp and Inversion of 
the Uterus,” reported by Mr. Briggs in the February number of the 
JourNAL, the following case may be of interest :— 

I was asked by Dr. Graves, of Westbourne Square, to see with 
him, on December 28, 1899, Mrs. T., aged about 30, whose last child 
was born in New Zealand about two years previously. From that 
time she had been the subject of excessive menstruation, with 
occasional intercurrent sanguineous discharge. Within the last 
three months this intermenstrual discharge had become more 
abundant and gradually offensive. On entering the room the mal- 
odour was at once perceived, and it was certainly about the most 
offensive I had ever encountered. It was impossible to make a 
satisfactory examination, and I was only able to ascertain that there 
was a large mass which filled the vagina, and was of the size of a 
large orange. I got the impression that it was only an inverted 
uterus. In spite of the horribly offensive character of the discharge, 
which at first suggested the idea of ulcerating malignant disease, 
there was no constitutional disturbance in the way of fever. I 
advised that the vagina should be washed out three times a day with a 
solution of sulphurous acid—1 in 40 of the pharmacopeial prepara- 
tion—and prescribed tr. fer. mur. m10, extr. erg. liq. m10 in 
chloroform water three times a day. In the course of a few days 
there was a decided improvement in the character of the discharge, 
so that before her next period it was no longer offensive. The 
amount of loss at the following menstrual period was decidedly less, 
and there was no recurrence of the offensive odour. On _ the 
18th January, 1900, I was able to make a more thorough examination, 
and arrived at the conclusion that the mass in the vagina was a large 
fibroid polypus, which, springing from near the fundus, had been 
gradually extruded and had drawn the uterus down with it. On 
introducing the hand into the vagina and grasping the tumour I 
found that, with upward pressure (and counter-pressure in the 
aypogastrium) it receded to some extent, but immediately returned 
when the pressure was eased. I therefore determined to try the effect of 





Bantock: Polypus with Inversion of Uterus 337 


Aveling’s repositor. This was applied next day, and after 24 hours 
I found it had pushed up the polypus and corrected the inversion, and 
I proceeded to remove the polypus. For this purpose it was necessary 
to pull it down again, and by cutting against the tumour with a stout 
pair of curved scissors I was able to get it away without any material 
damage to the uterus itself. The base was about an inch and a half 
across. The uterus at once regained its normal position, and the 
cavity was mopped out with a strong solution of perchloride of iron. 
The sulphurous acid and the iron and ergot were continued. At the 
end of another week there were no symptoms requiring any further 
attendance. I cannot but believe that the method employed 
facilitated the restoration of the uterus, and that if I had cut away 
the polypus at once I might still have some difficulty in correcting 
the inversion. 

I leave it to the reader to form his own opinion as to the proper 
method of treating cases of this kind, and as to the necessity or 
desirability of such a serious mutilation as is involved in the removal 
of the uterus, to say nothing of the risk. 

It is an interesting point to note that the symptoms began 
immediately after the confinement. The natural conclusion seems to 
be that the polypus was already of considerable size, and it does not 
appear to have complicated the puerperium to any marked extent. 

This seems a favourable opportunity for calling attention to the 
value of sulphurous acid as a vaginal douche, under which the 
discharge lost its offensive character in the course of a few days. it 
is far more efficacious than any of the coal-tar preparations, corrosive 
sublimate or any other substance in general use. It has this special 
advantage in that it does not coagulate albumen as the others do, but 
is a powerful solvent of blood. This can be proved in the following 
manner :—If sufficient fresh blood be added to a glass of water to 
make it the colour of, say, tawny port and then carbolic acid or a 
solution of corrosive sublimate be poured into it the fluid at once 
assumes a milky appearance. ‘Treated with sulphurous acid it 
becomes quite clear. Hence it will be found the best medium for 
washing out the cavity of a fetid abscess, in which case it must be 
used stronger, say, 1 in 10 or even 1 in 4, finishing up with 1 in 20. 
It has the further advantage of being perfectly harmless. 
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CHRONIC INVERSION OF UTERUS IN A WOMAN 
AGED 55: HYSTERECTOMY: RECOVERY. 


By A. J. STURMER, Lt.-Colonel, I.M.S., M.R.C.S., L.R.C.P., 
Superintendent, Government Maternity Hospital, Madras. 





M——, Hindu woman, aged about 55, married when young, one child 
aged 28, was admitted into the Government Maternity Hospital, 
Madras on November 11th, 1902. 

Only once pregnant, the labour was easy and natural; no flooding. 
Complains of a severe pain in the lower abdomen, and of a mass 
filling up the vagina, and also of passing blood-stained fluid and 
occasionally blood from the vagina. Duration of symptoms two 
years; but the symptoms, the pain especially, have only been severe 
for the last three months. States she does not remember when she 
first noticed the mass in the vagina; it has been there for a long 
time, maybe some years. The mass in no way inconvenienced her 
and she did not take any notice of it. There was no bleeding at first 
and no pain. For the last three or four months she has passed blood- 
stained fluid and occasionally blood per vaginam, but the amount lost 
daily is not much. She has now severe pain, and the pain has pre- 
vented her from doing any work for the past three months; sleep is 
disturbed and she has grown thinner. 

Menstruation first established about the 13th year of age. 
Regular; no pain; no clots or membranes; lasted for three days; last 
period about 12 years ago. 

Leucorrhea present since complaint began. 

Urine. Normal, no difficulty in micturition. 

Appetite good. 

Bowels regular. 

Previous illnesses. Always enjoyed good health before the 
commencement of the present complaint. 

Present state. Expression of pain and complains of pain all day; 
sleep broken and disturbed. Is not anemic. No edema. Hair of 
head quite grey; teeth worn down, second lower molars lost; tongue 
moist and slightly coated. Bowels and temperature regular and 
normal. Pulse 80, fairly full and strong. Lungs and heart healthy. 

P. V. A pear-shaped globular tumour filling up the vagina: 
finger cannot be passed into any opening; behind are some apparently 
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polypoid masses. Tumour seems to be continuous with the vagina 
all round. Red discharge on examining finger. 

Speculum. On pulling down the tumour with a pair of volsella 
forceps the vagina is seen to be continuous with the tumour all round 
the top; no probe or sound can be passed upwards; the polypoid 
masses are pieces of vaginal tissue. Handling the tumour causes 
pain, but the bleeding is slight. The uterus is absent from its proper 
place. 

Nov. 11th. Aveling’s repositor applied after disinfecting vagina, 
which is small, senile changes having evidently taken place. Tem- 
perature rose to 102° on the 22nd, and was 100°6 on the 23rd. On 
the 22nd she was placed on the table, and the repositor removed; the 
uterus showed no signs of reduction. At the fundus, where the chief 
pressure of the repositor had been, was a hole, which admitted the 
finger, and on exploring the smooth peritoneum could be felt in the 
inverted mass. The repositor was not replaced, the parts were kept 
clean, there was very little discharge, and she was kept at rest. 

On December 2nd vaginal hysterectomy was performed. The 
vagina was much contracted and incisions had to be made into the 
posterior wall down to the perineum, and on either side, to allow of 
room for manipulation. On opening Douglas’s pouch the finger could 
at once be passed into the inverted uterus. The vessels were first 
clamped and then tied, but they appeared to be very small and to 
have undergone atrophic changes, hence only a very little blood was 
lost, and that came from the incised vagina. 

Parts removed consisted of the inverted uterus. In the cup were 
portions of the tubes which had become adherent, and other tissues 
which looked like the round ligaments. No ovary was seen, but a 
body like a very small ovary was felt on the right side; no attempt 
was made to demonstrate it. 

The subsequent history was uneventful, and she was discharged 
on the 27th December, 1902. 

Remarks. Inversion of the uterus is not a common complaint, 
and this is only the fourth case I have seen. In the other three in- 
stances of this condition the patients were under 40 years of age and 
all were markedly anemic. The ordinary native cooley has no idea 
of time and can never give her age, and the history is not to be relied 
on. There can be no doubt in this case that the patient had passed 
the menopause : the senile changes shown in the vagina and in vessels 
point to it, and the general appearance was that of a woman over 
50 years of age. When then did the inversion take place? It can 


hardly be credited that she went about with this inversion for 28 
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years—the age of her only child. Inversion, as far as my limited 
experience goes, produces very grave anemia, but this patient cer- 
tainly was not anemic. It might be suggested that the displacement 
was produced in this instance by a polypus, which became detached 
by sloughing, and left the uterus inverted. But a complication of 
that kind generally causes hemorrhage, and the history of this case 
was against the probability of inversion caused by a polypus. There 
was only blood-stained fluid and occasionally a little blood for the 
past two years. The senile changes that had taken place may have 
prevented much metrorrhagia, and this seems to be the most plausible 
theory of explaining the inversion. It seems most unlikely that the 
inversion could have been caused after the menopause by an irregular 
contraction of the uterus, and I cannot believe that she had it before 
the change of life. 

Hart and Barbour in their Manual of Gynecology state that 
“toleration of the condition ”’ is also rare, but cases have been re- 
ported in which the uterus has become reconciled to its new position 
and the patient has recovered perfect health. Supposing the in- 
version to have occurred after her first and only labour, why should 
the symptoms have occurred only two years before she sought admis- 
sion, and ten years after her last period ? 

In the Jovrnat for November, 1902, Mr. Taylor details a case of 
inversion, and in his remarks states “this is the only case of 
absolutely complete inversion that I have ever seen or known of.” 
In the case now reported the vagina was an integral part of the 
inversion, the cervix had practically disappeared from senile atrophy, 
and I particularly noted that no collar or rim of cervix could be 
demonstrated round the tumour. The conditions of the two patients 


are, however, different. Mr. Taylor’s patient was aged 33, whereas 
mine was over 50 years. 
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A NEW METHOD FOR ESTIMATING THE RE- 
LATIVE SIZES OF THE FQ@:TAL HEAD AND 
MATERNAL PELVIS.* 


By J. M. MUNRO KERR, M.B., C.M., F.F.P.S. (Glas.), Obstetric 
Physician, Maternity Hospital; Assistant to Professor of 
Midwifery, Glasgow University; Dispensary Physician for the 


Diseases of Women, Western Infirmary. 


Some little time ago I came across, in the report of a clinical lecture 
by Barbour, the remark: “ The foetal head is the best pelvimeter.” 
The aphorism, so true in its completeness and so complete in its 
truthfulness, a characteristic by no means common to such sayings, 
delighted me so much that I determined to make it the text of my 
few remarks. 

I need not, in an assembly of obstetricians and gynecologists, 
take up time in enlarging upon the fact that neither by manual 
examination even the most careful nor by pelvimeters even the most 
modern can the exact degree of pelvic deformity be appreciated. It 
anybody doubts that truth he has only to see, as I have done, 
a few cases of pelvic deformity in which the pelvis was measured 
during life and after death in the post-inortem room to be convinced 
of the fact. I have seen a difference of a {—tin. in the conjugate ly 
vera between the two measurements, and that not only in cases of my 
own but in those in the hands of others of much longer experience. 
Then again attempts at estimating the size of the foetal head in utero 
must, I think, be admitted by all to be mest disappointing. The 
fact that the abdominal and uterine walls are often so resistant that 
we cannot be sure of the exact spot on the surface of the skull on which 
we are placing the ends of the calipers, and the fact that seldom is 
it possible to take a transverse measurement of the head are some 
of the more important difficulties in the way of this method of 
examination. With sorrow then we must admit that by the present 
method at our disposal we can obtain measurements of the maternal 
pelvis and foetal head only approximately correct. 

In recent years, and especially since Miiller’s writings on the 
subject, more attention has been given to the relative sizes of head 
and pelvis. I say in recent times because Rigby, whose writings 
always appear to me amongst the most valuable in obstetric literature, 


* Read at a meeting of the Edinburgh Obstetrical Society, on January 14th, 1903. 
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to some extent appreciated this, for he distinctly speaks about the 
relative proportions of head and pelvis. 

To Miiller and Pinard, however, is due the credit of having first 
described two methods for testing the relative sizes of the foetal head 
and maternal pelvis. Miiller’s method is well known, and is 
quoted in all our text books. Originally it was introduced for the 
purpose of helping us to decide the most suitable time for the 
induction of premature labour in particular cases, the time for 
inducing labour being fixed as the time when the head would just 
pass the brim and no more. In recent years the usefulness of the 
method has been extended, and I have frequently, both during labour 
and pregnancy, employed it for the purpose of estimating the 
proportions of the head and the pelvis. Employed for the latter 
purpose, however, it has often disappointed me, for, while one 
can appreciate readily when the head can be pushed past the brim, if 
it is arrested it is impossible to estimate from the internal examination 
alone what proportion of the surface of the head is beyond the brim. 
Pinard’s method is altogether different. By it the estimation is 
made by purely external manipulations. The fingers of one hand 
which estimates the engagement of the head are pressed over the brim 
at the symphysis, while with the other hand the head is pressed into 
the pelvis. This method I have also frequently employed, but while 
the results are sometimes quite satisfactory, I have often failed to 
obtain by it a sufficiently exact estimate, and to be of real value the 
estimate must be very exact. Pinard’s method has the advantage 
over Miiller’s that all manipulations are made by the operator 
himself, for in Miiller’s method, you remember, an assistant grasps 
the head and pushes it down into the pelvis. Now that is a great 
disadvantage ; think in our gynecological examinations how unsatis- 
factory would the examination be if an assistant had to press down 
the uterus or tumour! 

Appreciating therefore the advantages and disadvantages of each 
method, it occurred to me, in my examination of cases of contracted 
pelvis, that a combination of the two methods might be devised, and 
it is this method which I desire to bring under your notice this 
evening. 

According to this method we take with the right hand a Pawlik 
grip of the head and press the head into the superior straight. 
Two fingers of the left hand are then passed into the vagina. 
These estimate the consistency and manner of engagement of the 
head; also, if it has not been already done, the nature and 
extent of the pelvic deformity. Further information, however, is 
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obtained by utilising the thumb which is passed along the brim 
and estimates the degree of overlapping. By this bimanual method 
also the head is moved from side to side at the brim and the engage- 
ment of the occiput and sinciput is tested. By this method I have 
been able to estimate with great accuracy the relative proportions of 
the foetal head and maternal pelvis, and thus been able to appreciate 
the amount of difficulty the head will encounter in passing the brim. 
This is invaluable in deciding upon treatment in moderate degrees 
of pelvic deformity. Thus by this method I decide whether forceps, 
symphysiotomy or Cesarean section should be chosen; also the time 
to induce labour, if I have decided upon that operation. In carrying 
out the method of examination it is best to stand at the patient’s 
side, not right in front. It is, of course, a great advantage, and often 
a necessity, to have the patient under an anesthetic; often, however, 
that is not necessary. The objection that the method is inapplicable 
in breech presentation falls to the ground when one remembers that 
in the great majority of cases a cranial presentation can be brought 
about by external version. 

In carrying out the manipulations described one must note 
carefully the attitude the head is made to assume, more particularly: 
whether the lateral obliquity is a Naegele’s or Litzmann’s obliquity. 
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ONE POINT IN THE TEACHING OF THE 
POSITION AND OF PRESENTATION BY 
VAGINAL EXAMINATION. 


By ALEX. MacLENNAN, M.B., C.M., L.M., Clinical Assistant to the 
Chair of Obstetrics and Gynecology in the University of 


Glasgow, etc. 


‘ur method of teaching the diagnosis of the positions of the head 
from diagrams representing the parts seen from above gives rise to 
much confusion. The patient is usually examined in the left lateral 
position, and the finger has to interpret the conditions from the 
inferior aspect. The mental effort required to bring the features, as 
observed from below, into line with these mental pictures previously 
learned from diagrams, is a considerable one. In the tutorial classes 
the students are advised to make new diagrams representing the 
various positions with the pelvis on its side and looked at from below. 
In the first position the usual manner of representing those 





conditions diagramatically is as seen in fig. 1. The diagram 
Oo 
a 
Fg 
“f 
RK / ypu 
N \, 
% ; 
~~ 
2 


represents about as much as the student can be shown of the 
mechanism of labour by the aid of the articulated pelvis and. the 
feetal skull. 

The following series of figures indicates diagramatically what is 
actually to be observed at the bedside. 

The benefit derived from having the diagram in line with the fact 
is great; no transplantation of landmarks is required to make the book- 
knowledge tally with the actual, and the information gained from 
the vagina has not to be inverted before it is understood. The 
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vaginal examination should not be made more difficult, but should 
be simplified by previous knowledge, especially in view of the fact 
that nowadays the student has so few opportunities of becoming 
familiar with the conditions of the parturient canal as found during 
labour. Though for some reasons this is to be deplored, it is, on the 
whole, rather a good point in modern teaching, for it tends to impress 
the student with the idea that the vaginal examination is not a 
mancuvre to be lightly undertaken. But if the student has a 
confused idea regarding the position of the presenting part owing 
to a want of correspondence between the clinical and mental pictures 
then of necessity further vaginal exploration will be resorted to. 
From this point of view the teaching of the abdominal investigation 
ought to receive greater prominence. After a careful external 
investigation, the vaginal examination may be limited to what 
Stephenson! calls an ordinary as distinct from an objectionable 
forced examination. 


1. Stephenson. ‘‘ Diagnosis by vaginal examination,” Journal of Obstetrics and 
Gynecology of the British Empire, 1902, Vol ii., No. 5, p. 445. 
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CASE OF TYPHOID FEVER IN THE NINTH 
MONTH OF PREGNANCY WITH BIRTH OF 
HEALTHY CHILD. 


By SIDNEY BOYD, M.R.CS., L.R.C.P., Obstetric House Physician 
to Charing Cross Hospital; and AMAND ROUTH, M.D., 
F.R.C.P., Obstetric Physician to Charing Cross Hospital. 

Mrs. M. S., multipara, aged 28, was admitted to Charing Cross 

Hospital, under Dr. Amand Routh, on January 8th, 1903, for typhoid 

fever, complicated by pregnancy. Prior to this illness the patient 

had never had any serious malady. The last monthly period occurred 

on April 10th, 1902. 

History. About December 18th, when the patient was about 
eight months pregnant, she began to suffer from headache, dizziness 
and general malaise; she was unable to keep her bed, but tried to do 
her work as best she could, feeling worse every day. She took chiefly 
milk, and was not troubled with sickness during the first week of her 
illness, but after date everything she took made her vomit; her throat 
was dry, but not actually sore; she developed a cough, and also had 
some pain in the back. She kept about for three weeks, but was at 
last obliged to take to bed. For the last fourteen days prior to 
admission to the hospital she had three or four loose stools each day. 

On admission the temperature was 102°6°, pulse 120, low tension, 
but not dicrotic; she complained of great weakness, slight pain in the 
back, headache, and thirst. The fundus uteri reached up to two 
inches below the ensiform cartilage. There were some slightly 
raised pink spots on the abdomen and back, which faded on pressure; 
there was tenderness in both iliac fosse, especially the right; the 
spleen was palpable just below the costal margin; the tongue was 
moist and covered with a thick creamy fur, but clean at the edges 
and tip; the heart sounds were feeble. On the night after admission 
labour came on, and the child was born alive without any evidence 
of disease; the placenta was spontaneously expelled. 

After the birth of the child the temperature rose, and within 
twenty-four hours had reached 104°8°, but was reduced by ice- 
sponging every four hours. After this the patient made satisfactory 
progress, the uterus involuting normally, and the temperature falling 
by lysis till January 15th, when it fell suddenly from 102° to 96°2° 
within eight hours, without any other signs except slight vomiting of 
the contents of the stomach; the pulse at the same time fell from 112 
to 96. Dr. Montague Murray saw the patient in consultation with 
Dr. Routh, and confirmed the diagnosis of typhoid, and in the 
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absence of any collapse, marked anemia, or abdominal tenderness, 
agreed that the sudden drop of 6° F. did not indicate either internal 
hemorrhage or bowel perforation. The temperature rose again in 
twelve hours to 102°4°, only to fall again suddenly the following 
night to 97°6° The uterus was examined, but found to be not tender, 
and the cervix was healthy and would not admit the finger, and there 
were no septic sores on the vulva or in the vagina. After this the 
difference between morning and evening temperature became less 
marked, and a normal temperature was reached on January 22nd, 
above which it never rose again till convalescence was established. 

A positive Widal reaction was obtained from the blood of the 
mother, but a negative one from that of the child. The child made 
satisfactory progress up to the time of leaving hospital, and showed 
no signs of disease. 

Remarks. The case is of interest as an example of typhoid fever 
in the ninth month of pregnancy, a rare occurrence, for in the 
vast majority of such cases these two conditions concur in the 
early months of gestation. The case confirms the view that 
pregnancy does not tend to influence unfavourably the course of the 
typhoid fever. It shows that the epithelium of the chorionic villi 
can act as a safe barrier against the passage of organisms from the 
maternal to the fetal blood. Fordyce, Widal, Eberth, Freund, 
Siglio, Ernst and others, have published cases where the fetus in 
utero has become infected, and it is believed that when an infant, 
as in this case, does not become infected, it is probably due to an 
entirely intact syncytial layer acting as a germ filter, and this is 
supposed also to explain why it has been found possible that only one 
of twin foetuses may become infected in cases of maternal small-pox. 
In this case the child was in perfect health, and Widal’s reaction 
gave a negative result. 

The favourable course of the disease is worthy of note, in spite of 
the fact that labour came on just at the critical period (4th week) of 
the disease; and the sudden fall in temperature of six degrees on two 


consecutive days without any discoverable cause was a curious 
phenomenon. 

It has been stated that premature delivery during typhoid leads 
to a sudden lowering of temperature and rapid convalescence. In 
this case this did not result, and it is probable that such cases are not 
typhoid fever at all, but that the illness is due to a toxemia of bio- 
chemical origin derived from the fetal death in utero, with conse- 
quent placental changes, for all such cases seem to have been 
delivered of dead children, and in some there is evidence of the fetus 
having been dead some time. 








348 Journal of Obstetrics and Gynecology 


NOTES ON A CASE OF PREGNANCY IN A 
WOMAN AGED 51. 


By MARY SCHARLIEB, MS., Gynecologist to the Royal Free 
' Hospital. 


M. A. B., aged 51, complained of pain and swelling in the abdomen. 
She had been married 24 years, and had borne nine children, of whom 
the youngest is 4} years old. She recovered well from all her 
confinements except the last, but that time she suffered from pain 
and numbness in her legs for some time after getting up. Soon after 
this confinement she noticed a swelling in the left side of her 
abdomen. It was about the size of an egg when first she noticed it, 
it grew slowly but steadily larger during the last four years. 
She went to the Great Northern Hospital two years ago, and was told 
she had “a bleeding tumour.” Medicine was given her, and she has 
attended at intervals ever since. The tumour has all along been 
somewhat painful, and at times the menstrual discharge, which was 
too frequent but not very profuse, was offensive. The pain was 
always present but it varied in severity, being worse just before the 
periods and when fatigued. Three and a half months before 
admission the periods stopped, and were replaced by an offensive 
discharge. This was accompanied by increased pain, which was 
always present, and was at times very severe. She also grew thinner. 
The bowels have always been constipated. There has been no trouble 
with the bladder. 

On admission the abdomen was prominent chiefly below and to 
the right side of the umbilicus, the skin was lax, and old strie were 
present. On palpation a rounded hard tumour was found 
reaching to the level of the umbilicus. It was freely movable from 
side to side. In the out-patient department a small movable tumour 
was also felt at times, but it was not always present. None of the 
certain signs of pregnancy were present, and there was no mammary 
development. 

The diagnosis of fibroid uterus was based on the facts of a steadily 
growing abdominal tumour of four years’ duration without any 
marked symptoms beyond moderate but too frequent loss, and 
considerable pain growing steadily worse. A further opinion that 
the tumour was probably undergoing some necrobiotic or other 
degeneration was justified by the increased severity of the 
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pain, the presence of an offensive discharge, and the progressive 
decadence of the patient’s general health with steady loss of flesh. 

The probability of pregnancy was negatived by the patient’s age; 
51, by the duration of the tumour; by the absence of those signs of 
pregnancy (such as alternate contractions and relaxations, fetal 
movements, foetal heart sounds, ballottement and mammary changes) 
which should have been present in a gestation of the time suggested 
by the size of the tumour if it were a gravid uterus. An ovarian 
tumour of four years’ duration would, unless it were a dermoid, have 
been much larger than this tumour which corresponded to a 
pregnancy of at least 20 weeks. 

On the 4th December the abdomen was opened. On incising the 
peritoneum an unusually large urachus was seen reaching down toa 
tongue-shaped prolongation of the bladder. The uterus was 
enlarged up to the umbilicus, somewhat globular and smooth; there 
were no subperitoneal fibroids. It looked like a pregnant uterus at 
the end of the fifth month of gestation, but the ovaries and tubes 
were markedly senile. A corkscrew was introduced to pull up the 
uterus, and the exit of a little clear fluid gave still further weight 
to the suspicion of pregnancy; so, too, did the extreme ease with 
which the anterior flap of peritoneum was stripped off the uterus. 
The broad ligaments were divided between clamns, the vessels being 
picked up one by one, so that no interlocking ligature was used. 
There was nothing noteworthy in the operation, except that one of 
the clamps being removed prematurely, there was a _ sharp 
hemorrhage which was controlled without difficulty. On opening 
the uterus it was found to contain a fetus of about three months’ 
development. It had evidently been dead some time as there was 
discolouration of the tissues on the dorsal surface. The membranes 
were thickened, yellowish, and unhealthy. There was complete 
placenta preevia, the edge entirely overlapping the internal os uteri. 
The patient made a very satisfactory convalescence. 

The case is recorded because it shows how completely the circum- 
stances, history and physical signs may mislead the practitioner. 
Kven the use of the sound might not have prevented the error of 
diagnosis, for when gently used it sometimes slips up between the 
membranes and the uterus and neither ruptures the membranes nor 
ends the gestation. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 
On Chorea of Pregnancy. 
Hirscut. JJonats. fiir Geburts. und Gyndk., January, 1903. 


CuorrEa is a rare complication of pregnancy, and when it occurs 
careful distinction must be drawn between those cases in which 
pregnancy has supervened on a previous chorea, and those in which 
the pregnancy may be said to stand in the causal relation to the 
chorea. In general the first half or middle of pregnancy is the time 
at which chorea begins. Buist in his statistics showed that 108 
cases occurred in the first three months of pregnancy, 70 in the 
second three months, and only 25 in the last three months. No 
doubt the determining cause has some relation to the time of onset. 
Those cases due to rheumatism or recurrent cases of previous chorea 
oceur in the first three months; on the other hand, cases said to be 
due to injury, shock or psychical disturbance are more likely to 
occur near the end of pregnancy, when the maternal organism is 
more sensitive to these impressions. With regard to causation, 
rheumatism no doubt plays a great part in the chorea of pregnancy, 
as it does in chorea minor; but of greater importance than this may 
be the auto-intoxication produced by the circulation of poisonous 
substances which should have normally been excreted by the 
maternal organism. These exercise a baneful influence on the 
central nervous system, and so become a most potent predisposing 
cause to chorea. There is no absolute evidence that these toxic 
substances are produced only in the maternal organism, and, indeed, 
the great mortality of the foetus in chorea (36 per cent.) would seem 
to suggest that also the foetal side might contribute its share of the 
poison. Other important predisposing causes are the altered blood 
characters of pregnancy and hereditary predisposition to nervous 
disorders and as exciting causes injuries both physical and psychical. 
No other period of sexual life in woman is so likely to be associated 
with chorea as pregnancy is, but one case is on record of chorea 
coming on with first menstruation, and a few others in connection 
with lesions of the uterus. Psychical disturbances of the nature of 
delirious mania and hallucinations occur sufficiently often in chorea 
of pregnancy to make them important symptoms, while in simple 
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chorea psychical disturbances are uncommon, except in very severe 
cases. Pathologically, no constant lesions have been found in fatal 
cases to say what the real cause of chorea may be, though all kinds 
of brain lesions, such as small hemorrhages, patches of softening, 
emboli and inflammatory processes have all been described. With 
regard to age, most of the cases occur in pregnant women from 18 to 
24 years, and 62°2 per cent. are primipare according to Fehling’s 
statistics. If chorea occurs in pregnant women over 30 years old, 
as a rule they are multipare who have a previous history of chorea 
in former pregnancies. As a rule the disease ceases soon after labour 
is over, and in two or three weeks as a rule the patient has completely 
recovered. There is one unique case, in which a chorea beginning 
in pregnancy and being cured, recurred during the puerperium. In 
a few cases the first choreiform movements begin with the onset of 
pregnancy, but as a rule they appear in the third or fourth lunar 
month. They begin as slight movements often following prodromata, 
such as paresthesia, rheumatoid pains or depression of spirits. From 
these minor movements the most severe contortions may result, with 
the typical head and eye movements, convulsive jerkings of body 
and limbs, often to such an extent as to throw the patient out of bed 
and to prevent sleep and ingestion of food. When a fatal result 
occurs it is generally due to exhaustion, infection from wounds or 
rapidly progressing endocarditis. The mortality is variously 
estimated; according to Barnes and Fehling 20 died out of 68 cases 
(29°4 per cent.), Buist 17°5 per cent., Kroner 22 per cent., and 
Spiegelberg 26°9 per cent. 

In the treatment of chorea of pregnancy arsenic is the chief 
preparation to be depended on. It is best administered as Fowler’s 
solution, and may be given in increasing doses—thus: Beginning 
with three drops once a day and increasing the dose by one drop 
every day or every other day until 10 drops are being taken, then 
decreasing in the same ratio. This constitutes a course of arsenic, 
and one or two weeks must be passed over before commencing 
another such course. If there is much anemia iron may be 
combined with the arsenic. Chloral hydrate is the best of all the 
drugs for producing sleep and attempting to control the movements. 
Bromides may be given, but according to Leopold their long 
continuance is apt to predispose to hemorrhages during delivery. 
The salicylate preparations, although useful for articular rheumatism, 
have not given good results in chorea of pregnancy. In spite of 


medicinal treatment cases sometimes get progressively worse, and 
then the advisability of induction of labour must be considered. The 
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signs which must be considered of special importance are not so much 
the violent movements, but the effects which these movements have 
on the patient. If there is loss of sleep progressive emaciation from 
the difficulty of feeding and sometimes rise of temperature, then 
the gravity of the case increases from day to day. It is useless to 
put off induction of labour in the interests of the fetus, because 
even in mild cases of chorea many infants are born dead (368 per 
cent according to Kroner, 43 per cent. according to Buist). An 
attempt may be made, first to stop the choreiform movements by 
simple dilatation of the cervix; that there is little harm in this has 
been shown by Volguardson, as in choreic pregnant women uterine 
contractions are especially difficult to evoke. If this procedure 
produces no effect then delivery must be proceeded with. Bossi’s 
dilator may prove to be of especial value for this dilatation of the 
cervix and also as an aid to rapid delivery in these cases. The best 
methods of provoking contractions are by intra-uterine bougies, 
rupture of membranes and finally dilatation of the cervix artificially 
if necessary. The author describes a case of very severe chorea in 
pregnancy, which apparently was excited by a fright on two 
occasions, the first by a dog, and the second by a locomotive whistle. 
On the second occasion fainting at once ensued and choreic move- 
ments—which had disappeared after the first fright under arsenic—- 
reappeared. Psychical phenomena were also present in the form of 
maniacal excitement. When the patient became so bad that artificial 
delivery was contemplated, labour came on prematurely without 
artificial aid, and the case ended satisfactorily, both mother and child 
recovering completely. 
Tuos. G. STEVENS. 


Management of Different Breech Presentations. 
Sracey (H.J.). American Journal of Obstetrics, February, 1903. 


Tne author describes a method which has proved very successful in 
his hands, and for which he claims the following advantages : — 

1. The time of labour is shortened. 

2. There is little or no laceration of the mother. 

. The child is neither strangled nor mutilated. 

It is devised to escape those dangers which arise from a rigid 
cervix or from the rapid contraction of the lower uterine segment 
after the birth of the trunk and before the delivery of the head. 
Labour is allowed to progress naturally until the breech descends 
nearly to the perineum, but in cases in which the dilatation of the 
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cervix is very slow it should be assisted by the fingers. When the 
breech is well engaged, under deep anesthesia, the hand is introduced 
into the vagina, the fist closed, and then slowly withdrawn in such a 
manner as to thoroughly dilate the lower portion of the vagina and 
the vulva. Both legs are then brought down. The technique of the 
subsequent proceedings is thus described :—“‘ With the child’s thighs 
in the cervix reintroduce the hand with its palmar surface towards 
the child’s abdomen and dilate the cervix and lower uterine segment 
thoroughly until they are practically paralysed. Upon the complete- 
ness of this dilatation depends the success of the method. While 
dilating the cervix gradually withdraw the chloroform so that from 
now on the woman can aid in expelling the child. Grasp the feet 
and draw the child down until its umbilicus is nearly at the 
vulva, while an assistant keeps the head well flexed so as to avoid 
extention and consequent catching at the pelvic brim. The operator 
now makes stronger traction, while the assistant presses on the head 
firmly; if the woman is sufficiently aroused from the anesthetic 
instruct her to expel the child with all her strength. The head then 
passes down the parturient canal escaping the grasp of the uterus; a 
little rotation of the child’s hips or side to side pull serving to deliver 
the child to the shoulders. The arms and shoulders are then quickly 
delivered, delivering the posterior arm first, then rotating and 
delivering the opposite arm. The assistant then takes the child while 
the operator quickly, but carefully, delivers the head with forceps.” 


HERBERT WILLIAMSON. 


Two Cases of Rupture of the Cord. 


Brinpeav (A.). Bull. de la Soc. d’Obstét. de Paris. 
Meeting of January 15th, 1903. 


Case 1. A multigravida, in the fifth month of pregnancy, was 
admitted to hospital for slight uterine hemorrhage; the os was the 
size of a 2-frane piece. On returning to bed after an action of the 
bowels, the patient made a violent expulsive effort, and feeling that 
the child was coming she assumed a squatting attitude. She was 
assisted to rise and at that moment the cord ruptured. The insertion 
was vilamentous, and the rupture had occurred at the junction of the 
cord with the membranes. 

Case 2. A domestic servant had concealed her pregnancy from 
her employers. In the middle of the 9th month pains resembling 


those experienced at the menstrual period occurred. The patient, 





















































354 Journal of Obstetrics and Gynecology 


who was a cook, continued her work, and on the pains becoming more 
severe she sat on a chair. While in this attitude the child was born, 
and in rising from the chair the child fell to the ground and the 
cord was 1uptured. Smart hemorrhage from the uterus followed. 
The child sustained a fracture of the right parietal bone, but appeared 
to be none the worse for the injury. 

The writer thinks that rupture of the cord is most frequently 
caused, as in his first case, by the patient suddenly rising after the 
birth of the child, and so producing a sudden jerk on the cord. He 
refers to a similar case reported by Maygrier. 


G. Drummonp Rosrnson. 


Basiotripsy on the After-coming Head previously Separated from 
the Body and Retained within the Uterus. 


Mrinaios. Bull. de la Soc. d’Obstét. de Paris. 
Meeting of January 15th, 1903. 


A PATIENT, et. 25, had had one miscarriage; labour commenced at 
term and a few hours afterwards a large quantity of liquor amnii 
escaped. Next day the feet protruded from the vulva, and three 
hours later the body was born as far as the shoulders. The midwife 
in attendance, thinking that the arms were extended, called in a 
medical man, who brought down the arms, but failed to deliver the 
head. A second medical man was called in, who finding that the 
neck of the child was tightly encircled by the cervix uteri, first tried 
to dilate the constriction with his fingers, with the intention of 
applying forceps, but failing to do this cut through the neck and 
attempted to perform cephalotripsy. This was impossible on account 
of the contraction of the cervix. Minaios now saw the patient, who 
had been in labour for two days. He found, per abdomen, the uterus 
tightly contracted on the head; per vaginam the cervix relaxed, but 
higher up a tight ring—Bandl’s ring—which grasped the neck of the 
child and only admitted one finger with difficulty. The patient was 
put under chloroform, and after five hours of manual dilatation the 
constriction only allowed of the insertion of four fingers. An attempt 
was now made to crush the head with Tarnier’s basiotribe, but the 
patient had a severe fainting fit which lasted half an hour. On a 
second attempt the ring of Bandl was found more dilated and the 
head was delivered after having been crushed; the patient again 
fainted. The ring of Bandl now closed up still further, and in- 
carcerated the placenta—it was impossible to pass even one finger 
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through it. Two hours afterwards an unsuccessful attempt was made 
to deliver the placenta; the patient again fainted. No further effort 
was made to remove the placenta, and it was spontaneously expelled 
some hours later. 

The writer draws attention to the following points :— 

1. The manual dilatation was very tedious and painful. The bag 
of Champetier de Ribes, or of Tarnier, would have been used but for 
the presence of the child’s neck. 

2. Fainting apparently facilitated the manipulations necessary to 
produce dilatation in this case. 

3. There are certain obstetricians who deny the existence of 
Bandl’s retraction ring. In this case it existed and proved a great 
difficulty to the delivery of the after-coming head. 

In the discussion which followed Budin thought that most of the 
cases like the one reported were really instances in which tonic con- 
traction of the lower part of the uterine body had been produced by 


the action of Ergot. 
G. Drummond Rosinson. 


The Histological State of the Uterine Walls in Three Cases of 
Traumatic Perforation. 
Mack (0.). Bulletin de la Soc. d’Obstét. de Paris. No. 7. 
Meeting of November 23rd, 1902. 


Case 1. Miscarriage at third month; 20 days afterwards perfora- 
tion during curettage, followed by peritonitis; abdominal “ supra- 
vaginal amputation” of uterus; death in 12 hours. At the seat of 
perforation was a small abscess of the uterine wall which had ex- 
tended nearly to the peritoneal coat. 

Case tr. Labour at term; 12 days afterwards fever; intra-uterine 
injections for 17 days; on the 18th day of injections (50th after 
labour) perforation of uterine wall by Doléris’s catheter during an 
injection, with escape of fluid (Crésyl) into the peritoneal cavity. 
Abdominal “ supra-vaginal amputation” of uterus the same day; 
death in 18 hours. No remarks on the structure of the uterine wall 
in this case. 

Case 11. Labour at term. On the 30th day after delivery a 
perforation of the posterior uterine wall was produced by the explor- 
ing finger. Abdominal supra-vaginal amputation of the uterus was 
performed and the patient recovered. The uterine muscle fibres were 
normal, but between them were scattered masses of ‘“‘ embryonic ” 
cells, which had the appearance of small multiple abscesses. 


G. Drummonp Rosrnson. 
25 m 





















































356 Journal of Obstetrics and Gynecology 


Spontaneous Rupture of the Aorta, Post-Mortem Czsarean 
Section, Living Child. 


Weisswance. Zentralblatt fiir Gyndk, March 7, 1903. 


Tue patient was aged 30 years, a primipara, who expected her 
cpnfinement two weeks later. Her previous history was good, and 
the pregnancy had run a normal course. On the night of her death 
she had dined in a restaurant with her husband, and had partaken 
of a very light meal, after which she had walked home—a walk which 
took her three-quarters of an hour. Whilst undressing to go to bed 
the patient felt a sudden cardiac pain, and became dyspneic. The 
husband thought labour had begun, and sent for the nurse, who in 
her turn sent for a doctor, who came in time to see the patient die. 
The writer arrived a quarter of an hour later, and 19 minutes 
after the death of the patient the child was delivered deeply 
asphyxiated. With considerable difficulty it was restored. Sectio 
corporis of the cadaver revealed a rupture 2 cm. long in the aorta at 
its junction with the heart. The pericardium was filled with fresh 
blood. Schmorl confirmed the pathological condition, and could find 
no naked eye changes to account for it. 

The writer remarks that post-mortem Cesarean section is seldom 
successful. Three hundred and thirty-one cases have been recorded 
in the last 100 years. Six, or at most seven, have been successful. 
Rudolf Dohrn records 90, Schwarz 107 cases, all without result. 
Schwarz had come to regard the operation as unnecessary and useless. 
Pingler records a case where a living child was obtained 23 minutes 
after the mother’s death, and Jungeboldt has lately published another 
success in which 17 minutes had elapsed between the patient’s death 
and delivery of the child. 

Curnpert Locryer. 


Tears of the Vagina during Labour. 
Kavrman, Archiv. fir Gyn., 1903. Bd. 68, Ht. 1, p 182. 


Tue writer points out that previously to the teachings of Bandl 
tears of the upper portion of the vagina received much more attention 
than is given to them at the present time. He holds that it is directly 
owing to the development of Bandl’s theory that the study of vaginal 
injuries has fallen into the background. The frequency of these 
tears is, however, much greater than is generally supposed, and of 
those which are observed a great many are described as tears of the 
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uterus owing to insufficient investigation. While trauma as a cause 
of vaginal tearing offers a wide field for investigation, spontaneous 
rupture of the fornices demands the assumption of a predisposition of 
the nature of a tissue change. Only those anatomical alterations 
which have come to light during subsequent pregnancies have as yet 
been ascertained. The mechanical conditions determining tearing 
have been satisfactorily explained only upon the theory of Freund. 
The symptoms of a tear of the vagina are much slighter than those 
of a rupture of the uterus. The prognosis also is much more favour- 
able than in the latter case. The child should always be delivered 
by the vagina, and the best results have been obtained by stitching 
from the vagina and drainage. The writer considers that obstetric 
books should all contain special chapters on this subject, the general 
ignorance upon which, he thinks, is responsible for much suffering. 


W. E. Foruercitu. 


On the Importance of Rigors in the Puerperium, with special 
regard to Pyzmia. 


Buenra. Monats. fiir Geburts. und Gyndk, October, 1902. 


Tue author investigated 2,541 cases out of 28,758 births, which had 
rises of temperature from 100°4° and upwards, and found 78 in 
which severe rigors occurred during the puerperium. Cases with 
slight rigors associated with abortion operations, lung and pharynx 
diseases, influenza, injections of serum and medicines and intra- 
uterine douches were excluded. As regards the number of rigors 
occurring in these cases the author found the following: Thirty-six 
cases had one rigor, parametritis 6, endometritis 13, placental 
remnants 3, ulcers puerperale 4, paravaginitis 1, septicemia 1, 
pyemia 6, doubtful 2; 19 cases had two rigors, endometritis 8, 
parametritis 2, septicemia 5, pyemia 3, ulcers puerperale 1; 5 cases 
had 3 rigors, pyemia 2, endometritis 1, parametritis 1, placental 
remnants 1; 6 cases had 4 rigors, pyemia 2, septicemia 1, para- 
metritis 1, endometritis 2; 1 case had 5 rigors, doubtful whether it 
was a case of pyemia or septicemia; 8 to 29 rigors were only found in 
cases of pyemia. According to Trendelenburg, two rigors are to be 
taken as indications of puerperal pyemia as a means for early 
diagnosis when his operation for tying the uterine vessels is 
contemplated, an operation suggested for puerperal pyemia, on the 
same lines as the operation now performed for pyemia, beginning 
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in the middle ear. From these cases it appears that more than two 
rigors may occur in cases of puerperal infection other than pyemia. 
The time of onset of these rigors was variable, and the disease did 
not always begin with rigor, even in the cases described which had 
only one. Of the 24 cases with pyzmia all died but five. In 
opposition to these pyeemic cases with rigors there were 10 out of the 
2,541 febrile cases in which pyemia was diagnosed, although there 
were no rigors, and 4 of these recovered. Short histories of the 
pyemic cases are given, and the author comes to the following 
conclusions :— 

1. From one to five rigors may occur in other puerperal septic 
cases than pyeemia, but more than five occurred only in pyxmia. 

2. Septiceemia may have rigors, but it occurs more often without. 

3. Pyemia may occur without rigors, but it is much more likely 
that they will be present. 

4, Certain cases of puerperal pyemia occur with lymphatic 
thrombosis, but no thrombophlebitis. 

5. On the other hand, lymphagitis is not absolutely characteristic 
of septicemia, for cases may occur in which there is thrombophlebitis 
without lymphatic thrombosis. 


Tuos. G. STEVENS. 


A Contribution to the Treatment of Puerperal Sepsis. 
Remuam. JJonatsschr. fiir Geburts, und Gyndk., October, 1902. 


Tue author reports a case of puerperal sepsis treated successively by 
anti-streptococcus serum and by intra-venous injections of Credé’s 
collargolum, with resulting cure of the patient. Very little has been 
done in this country in the treatment of puerperal sepsis by Credé’s 
silver preparations, and this case, with others quoted by the author, 
offer considerable encouragement for a more extended trial of these 
preparations in serious cases of puerperal sepsis. The case is very 
completely reported, and, briefly, is as follows :—The patient, aged 
21, with her second child had weak pains for some hours, and on 
this account the midwife in attendance summoned the author. While 
preparing instruments for dilating the cervix stronger pains came on, 
and the patient was soon delivered. There was some hemorrhage 
afterwards, and as the placenta could not be expressed it was removed 
by hand after careful disinfection of hands and vulva. A small 
perineal wound was sutured. On the third day the temperature 
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began to rise, reaching 104° Fahr., with a pulse of 130—140. No 
local lesion could be found, and the case appeared to be one of general 
septic infection. On the fourth and fifth days the temperature rose 
to 105° and 104°4° respectively, and an injection of anti-streptococcus 
serum was given on each day. No good result occurred from these 
injections. On the sixth day the temperature was 103°2°, and the 
patient was delirious and very ill. An intra-venous injection of 
10 grammes of a 1 per cent. solution of collargolum was given in the 
left cephalic vein. Up to this time there had been a rigor of long 
duration every day, but in the evening the rigor occurred, and only 
lasted half an hour. On the seventh day the temperature was 101°6° ; 
in the evening another collargolum injection was given. Five further 
injections were given, and on the 14th day the patient was better, but 
had a relapse on the 22nd day, the temperature rising to 104°8°, and 
a rigor lasting two hours occurred. One more injection was given, 
and the next day 5 grammes of ung collargol were rubbed in. From 
that day the temperature fell, and at the end of a month the 
temperature fell. On the ninth day cultures were made from the 
blood, urine and vaginal secretion. From the blood culture colonies 
formed which were certified by Sauerback as typical streptococcus 
brevis. From the vaginal secretion no streptococci grew. On the 
14th day no streptococci were found in cultures made from the blood. 
The case is interesting as showing, at all events in this particular 
instance, the uselessness of anti-streptococeus serum, and the good 
effect of intra-venous injections of collargol. From the clinical 
history and from the bacteriological examinations the case appears to 
be a serious one of general streptococcal infection, without any 
obvious local lesion except probably endometritis. The injection of 
silver salts into the blood acts, according to Credé, by prohibiting the 
growth of bacteria for a time, but this is only transitory, as the salt 
is quickly exereted. For this reason the injections must be repeated, 
and the protracted time of this case which occurred before cure and 
the large amount of collargol solution used (100 grammes) must be 
taken as another evidence of the virulent nature of the infection. No 
local uterine treatment was used, and after the fifth day no alcohol 
Was given, 


YTuos. G. STEVENS. 
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The Question of “ Silver-Catarrh” in Infants. 
Biscuorr (of Bonn). Zentralblatt fiir Gyndk., March 7th, 1908. 


Biscuorr remarks that although twenty years have elapsed since 
Credé introduced the prophylactic method of instilling silver nitrate 
solution for the prevention of ophthalmia neonatorum, nevertheless 
discussions on this method have never been brought to a conclusion. 
No one denies that the practice started by Credé has been the means 
of preventing a vast amount of total blindness, but there is no 
unanimity of opinion on the question of injurious after-effects in the 
employment of silver salts by Credé’s instillation. The majority of 
observers regard such inflammatory reaction as may occur after the 
use of silver nitrate to be harmless, others believe that the eyes may 
be permanently injured since the reaction may lead to secondary 
catarrh. Cramer, in vol. lix. of the Archiv. fiir Gyndkologie records 
100 cases treated by Credé’s method with the following results :— 


“ce 


In four cases “enormous” reaction; in 25 “very strong”; in 


ce ’ 


dl cases “ strong ”’ reaction. 

In four cases there was no reaction at all. 

In 52 per cent. of cases the catarrh began to clear up after three 
days; in 11 per cent. secondary catarrh occurred. 

This experience led to a trial of protargol as a substitute for silver 
nitrate by Fritz Engelmann, in the obstetric wards at Bonn, and his 
results obtained on 100 cases were published in the Zentralblatt for 
1899 and 1901. Bischoff does not give Engelmann’s conclusions, 
but on looking up the paper the translator finds that whilst using 
20 per cent. solution of protargol, which in antiseptic power is equal 
to 2 per cent. nitrate of silver, Englemann obtained the following 
results : — 

In 27 per cent. of cases no secretion, 7.¢c., no irritation. 

In 52 per cent. irritation occurred but disappeared on the second 
day. 

In 24 per cent. of cases only did irritation continue longer than 
one day. 

With 4 per cent. only, until the fourth day, and with these last 
cases a predisposition in the shape of sensitiveness or alteration of the 
cornea, was traceable either to premature birth or to protracted 
labour and forceps delivery; the main point brought out was that in 
80 per cent. of cases no, or only slight irritation occurred, and such 
as did occur had disappeared by the second day. Engelmann added 
that protargol makes no stain but what can be removed by washing, 
and its use can be continued longer than that of silver nitrate. 
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Bischoff, on the other hand, regarded the results of Cramer’s in- 
vestigation into the use of silver nitrate as unreliable, and quotes 
Leopold’s article in the Berliner klin. Wochenschrift, 1902, No. 38, 
which is in direct contradiction to Cramer, Leopold having found 
that silver nitrate used as Credé directed is harmless. 

Bischoff gives tables of results obtained by himself with a 2 per 
cent. solution of silver nitrate, dropped in from a glass rod, and 
explains that like Cramer and Engelmann he estimates the reaction 
by the amount of secretion produced. Strong reaction means pus in 
the conjunctival sac; moderate reaction where the lids are sealed but 
no pus is found on eversion; slight reaction where dried secretion is 
found at the inner and outer canthus; minimal reaction where a trace 
of secretion is found at the inner canthus only. 

In tabular form Bischoff’s results are as follows :— 


REACTION. 
Day. Strong. Moderate. Slight. Minimal. None. 
2 xen FF sunt . Me saws GE wean 20 
© ies suas — e ascw . ee 72 
nantes D stews OF nists Deki ae 89 
S cue ws © cases sw DP cise 100 


which shows that some reaction was seen in 80 per cent., but this for 
the most part was very slight, whilst a strong reaction, 7.e., pus in 
the fornices was never seen and secondary catarrh never occurred. 
Bischoft’s experience is thus seen to accord with Leopold’s and is 
strongly at variance with Cramer’s. 

Bischoff thinks that infantile debility, abnormal and protracted 
labour, and obstetric operations have no influence upon the question ; 
in this he differs from his predecessor Fritz Engelmann. Bischoff 
now prefers a 1 per cent. silver acetate solution, which he considers 
equal to a 2 per cent. silver nitrate solution; and he concludes by 
saying that the so-called “ silver reaction’ is so harmless and slight 
as to present no argument against the eye instillation as practised by 
Credé. 

In the examinations of midwives at the Obstetrical Society of 
London, the translator at two sittings made a point of asking most 
candidates how they would deal with the eyes of a newly-born infant, 
and the almost general reply was: “I should open the lids and drop 
a solution of 1-4,000 perchloride of mercury solution or boric acid in 
saturated solution.” The use of silver salts as a prophylactic to 
ophthalmia neonatorum would seem not to be taught to English 
midwives, a fact which is somewhat surprising ! 

CuTHBErT LOCKYER. 
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GYNAECOLOGY. 


The Condition of the Appendages in Uterine Fibromata. 


Constantin (DaniEt). Rev. de Gynécol. et de Chirurg. Abdom., 
January and February, 1903, No. 1. 


Tue paper is based on observations made upon 208 cases of uterine 
fibroma which had been operated on by Pozzi. Alterations in the 
appendages were noted 72 times (z.e., 34°6 per cent.), but the writer 
thinks that some instances of diseased appendages have almost 
certainly been overlooked. A number of cases have also been 
collected from other sources, and the writer finds that alterations 
in the uterine appendages occur in about 59 per cent. of cases of 
uterine fibroid ; sometimes these changes are only to be observed with 
the aid of the microscope, but in many cases the lesion is gross. 
Every variety of pathological change to which the appendages are 
subject has been observed in association with fibroids of the uterus. 
With reference to the variety of lesion present in the writer’s cases 
the following figures are given. Of 70 cases in which lesions were 
found in the appendages associated with uterine fibroids they were : 


Fallopian Tubes. 
Catarrhal Salpingitis in 25°7 per 
Chronic Parenchymatous Salpingitis (hypertrophic 
and atrophic) 18°88 
Pyosalpinx 5 11°43 
I So je ssn 5:1 kpc <p DHNAAle ua ONL AEE ORER » 14°03 
Hematosalpinx 2°88 
Ovaries. 
Chronic Ovaritis »» 40 
Hydro-cystic Disease and Heemato-cystic Disease... ,, 21°42 
Tubercular Disease (once in 70 cases) 1°42 
Ovarian Cysts 2°88 
III ois hose Rh en erica neeuide ian sh warianauns 3. 42 
Solid Ovarian Tumour (one in 70 cases)............... ss. ae 
Broad Ligament Cysts 2°88 


Tubo-ovarian Varicocele (4 cases) 57 


G. Drummonp Rosrnson. 
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Intra-mural Extra-Peritoneal Anchorage of the Round Ligament 
for Posterior Displacement of the Uterus. 


Nosie (Grorce H.). American Journal of Obstetrics, Feb., 1908. 


Tue features of the operation practised by the author are as follows : 
A transverse incision is made through the abdominal wall one and a 
half inches above the pubes, extending laterally to the outer border of 
each rectus. The recti are there separated from one another 
vertically, and the peritoneum incised in the same direction. <A pair 
of toothed forceps is passed into the abdominal cavity, and one of 
the round ligaments is seized about the middle of its intra-abdominal 
course. <A pair of artery forceps is next passed through the posterior 
sheath of the muscle, but is not allowed to penetrate the peritoneum ; 
the forceps is opened and withdrawn, so that an aperture is left large 
enough to admit the index finger. The finger is now thrust into the 
opening thus made, and the situation of the round ligament made 
apparent by tension on the forceps which hold its uterine end; when 
discovered it is hooked up by the finger into the wound. The sheath 
of the ligament is then opened and sheath and peritoneum stripped 
back in the direction of the uterus, completely divesting the ligament 
of its covering. It is then drawn out of the wound, and a forceps 
passed underneath retains it in position until the other ligament has 
been treated in a precisely similar way. When it has been determined 
that the ligaments are long enough to meet in the median line they 
are each left looped over forceps whilst the peritoneum of the median 
incision and the recti muscles are closed with continuous kangaroo 
or cat-gut sutures. The ligaments are then approximated in front of 
the recti and tied together. ‘The transverse incision through the 
aponeurosis is now closed up by continuous kangaroo sutures, the 
suturing is commenced at an angle of the wound, the stitches passing 
first through the lower cut edge of the aponeurosis, then through the 
round ligament, and finally through the upper edge of the incision in 
the aponeurosis. When the median line is reached the end of the 
suture is left long and clamped. The other half of the wound is 
treated in a similar fashion, the end of the suture again being left 
long. The two sutures are then tied together, and the ligaments are 
thus embedded and firmly anchored between the aponeurosis and the 
muscles. The structures in front of the aponeurosis are closed in the 
usual manner. The ligaments thus embedded contract extensive 
adhesions with the aponeurosis and muscles; these are sufficiently 
strong to support the uterus after the sutures have been absorbed. 
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Amongst the many advantages claimed by the author for his 
method are the following :— 

1. There is only one incision, and that of such a nature that any 
pelvic complication may be treated. 

2. The weak distal end of the ligament is not depended upon for 
support, but the stronger uterine portion is utilised. 

3. The normal mobility of the uterus and its development during 
pregnancy are not interfered with. 

HERBERT WILLIAMSON. 


Phimosis of the Cervix Uteri. 


Viannay (Cuarzes). Rev. de Gynécol. et de Chirurg. Abdom., 
January and February, 1903. No. 1. 


Prorressor JaBouLAy has given the name “ phimosis of the cervix 
uteri” to the condition which occurred in a patient who was under 
his care. A constriction of the upper part of the vagina produced a 
sort of “ prepuce” to the portio vaginalis, and it was thought that 
the cervix became “strangulated” by the “vaginal prepuce” 
during the congestion of menstruation, and that the strangulation 
gave rise to the great pain from which the patient suffered. There 
was no retention of menses, as there was an opening in the vaginal 
septum which easily admitted the finger. 

The patient, who was apparently neurotic, first menstruated at 
the age of 15, and for two years the periods occurred regularly and 
without pain. At the age of 17 the patient had a severe attack of 
scarlet fever and after that illness menstruation became painful. 
When first seen the woman was 36 years of age; she married at 29 
and had never been pregnant. The attacks of menstrual pelvic pain 
were accompanied by spasms of the face, vomiting and coma. 

Under an anesthetic the vaginal septum was incised on either 
side and the vagina was plugged. A week later the patient men- 
struated with very little pain. The second period which followed the 
operation was painless. It is suggested that the pelvic pain which 
accompanied menstruation in this case was due to “ strangulation ” 
of the portio vaginalis by the “vaginal prepuce.” As the vaginal 
septum was apparently congenital it is not easy to understand, if the 
above explanation be correct, why this patient suffered no pain 
during the first two years after the establishment of the menstrual 
function. 

G. DrumMmonp Rosinson. 
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Report of a Case of Chorioma. 
Crossen and Fiscu. American Gynecology, January, 1903. 


Tuts paper gives a short clinical account of the case by Crossen and 
a detailed pathological report, together with some general remarks 
on Chorioma, by Fisch. 

The patient was48 years of age and the mother of 11 children. 
Four months before coming under the authors’ observation she had 
been delivered of a hydatidiform mole, and six weeks later had a 
severe uterine hemorrhage, followed by others at irregular intervals. 
There was no pain except with the last hemorrhage. She was first 
examined under anesthesia and curetted, and as the result of the 
pathological report on the scrapings, the uterus was removed by 
vaginal hysterectomy. The patient made a good recovery, and at 
the time of writing (six months afterwards) showed no evidence of 
recurrence. 

On examining the uterus, three nodules were found projecting 
into the cavity, the largest being about the size of a walnut. A section 
through this showed it to be deeply imbedded in the uterine wall, 
nearly reaching the peritoneum; it had a thick shell of yellowish 
homogeneous material with a central cavity filled with a deep-red, 
soft substance. Microscopically this cavity was found to be lined by 
a fantastic layer of cells, varying greatly in size and shape, but 
characterised by their deep-stained nuclei, the number of mitoses, 
and the brownish-red staining protoplasm. From this layer processes 
projected into the cavity where they were accompanied and inter- 
woven with typical syncytial formations with all their well-known 
characteristics. Here and there traces of mesodermie tissue appeared 
as a kind of stroma, and even formations were scen that, aside from 
the proliferation of the epithelial lining and the myxomatous changes 
in the stroma, very well represented villi. Examination of the uterus 
in a number of places where macroscopically nothing abnormal could 
be found, showed distribution of the tumour elements all over the 
uterus, even to some small polypi in the cervical canal. Small 
metastatic masses were frequently seen in thrombosed veins. 


JOHN S. FArRBAIRN. 
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Colporrhaphy and Myorrhaphy of the Levatores Ani. 







Bonner. La Gynécologie, February, 1903. 


Bonner discusses the various methods of performing posterior 
colporrhaphy and colpo-perineorrhaphy. He describes the old opera- 
tion, which has recently been brought forward again, of suturing 
together the levatores ani. This operation, “ périnéorrhaphie par 
interposition,” consists essentially in interposing the levatores ani 
and the remains of the perineal muscles between the rectum and 
vagina after these two canals have been separated from one another 
by dissection. The operation is indicated in complete rupture of the 
perineum, and in incomplete rupture with prolapse of the uterus. 
The rectum and vagina are separated from one another by a 
dissection which reaches as high as the cervix. The levatores ani are 
isolated by dissection, and then stitched together, the highest most 
anterior stitch being inserted as high as possible. Colpopexy is 
performed at the same time by stitching the posterior wall of the 
vagina to the levatores ani. 




















Bonnet considers that this operation is specially indicated in 
women whose nutrition is poor and tissues degenerate. He considers, 
however, that deep perineal sutures, passed in the manner of Emmet 
or Doléris, bring the levatores ani together as efficiently, if not as 
exactly, and pile up the fasciz and vestiges of the perineal muscles 
into as good a perineal wedge, with great saving as regards time. 


Henry Russert ANDREWS. 


On the Results in 50 Cases of Abdominal Hysterectomy for 
Fibroid Diseases of the Uterus. 


Bonp. Lancet, January 17, 1903. 












Tue writer gives a table of 50 cases operated on for fibroid disease 
of the uterus since 1892, and makes a number of deductions. 

Fibroid disease may be regarded as an impediment to marriage, 
as well as being a cause of sterility and of abortion. Thus 20 of the 
writer’s patients were unmarried, and the remaining 30 women had 
had 33 children and 11 miscarriages. 

The disabling effect of the condition depends not so much upon 
excessive menorrhagia as upon a certain amount of bleeding 
combined with pain and pressure symptoms (the bladder being 
usually affected), which break down the patient’s nervous resistance. 
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In 18 cases one or both ovaries were cystic; in one case there was 
hematosalpinx, in two double pyosalpinx, and in five hydrosalpinx. 
The association of fibroid with tubal disease is doubtless largely 
accidental, but the writer considers that odphoritis and cystic changes 
in the ovaries are intimately associated with the tumour formation in 
the uterus. The cases in which the appendages were affected 
presented the worst symptoms, especially as regards pain. In one 
case there was tuberculosis of tubes and of endometrium. In most 
of the cases of large single tumours degenerative changes were 
present, frequently cystic in character. The presence of degeneration 
did not appear to affect the hemorrhage or other symptoms, and was 
not inconsistent with growth in unaffected portions of the growth. 

The writer used the extra-peritoneal method of dealing with the 
stump in his first seven cases, then did one panhysterectomy, and in 
all the remaining cases removed the uterus above the level of the 
internal os. The uterus may, he concludes, be safely and readily 
amputated at almost any level. In one case enough of the uterine 
cavity was left to allow of free and regular menstruation for years 
after the operation. Two of the 50 patients died from the immediate 
effects of the operation. In the last 43 cases, with intra-peritoneal 
treatment of the stump, there was no death. The writer has 
ascertained that 38 of these patients are now in good health and able 
to go about, in some cases working, riding and cycling. 

A distinction is suggested between the uterine and the ovarian 
elements in the artificial menopause. When the uterus is removed 
and the ovaries left the result differs from that following 
odphorectomy. In seven of the above cases in which one or both 
ovaries were retained, as also in four cases of vaginal hysterectomy 
in young women, there was greater rapidity of convalescence, smaller 
disturbance of nerve balance, and a more complete return to health 
than is usual in cases where both uterus and ovaries are removed. 
We are able to regard the menstrual phenomenon as made up of three 
factors—the uterine and the ovarian elements, or end organs, and the 
nerve factor. The results of operative removal of one or both of these 
end organs have enabled us to dissociate their influence, and to 
attribute the function of regulation of periodicity to the ovarian 
element in connection with the nervous system, and to regard the 
uterine influence as of less importance in its effect on the nervous 
system. The removal of the uterus alone does not appear to impair 
the sexual appetite, which, however, is lost when ovaries and uterus 
are both removed. 


W. EK. Foruercit.. 





































368 Journal of Obstetrics and Gynecology 


Studies of Ovarian Embryomata or so-called Ovarian Dermoid 
Cysts. 


JeLvxe (Witii1AM F.), M.D. The American Journal. 


Dr. JrevKe carefully describes three cysts, and states that after 
accurate study of them he has come to the same pathological con- 
clusions as Wilms, Kroemer and Pfannenstiel. Wilms showed that 
so-called ovarian dermoids are to be held distinctly separate from 
the true dermoid cysts found elsewhere. He showed that the 
‘embryome ” or “ Zotte” which is the actively growing part of the 
cyst, has representative times from the ectoderm, mesoderm and 
endoderm, that the order in which these tissues is produced is similar 
to the physiological process in the formation of the embryo. 
Accordingly the skin, hair, teeth, ete.—ectodermal products—are the 
most conspicuous and most highly developed in the “ embryome,” 
whilst the visceral organs are seldom represented. Further 
development to the complete embryo is soon turned aside by the 
hindrances of pressure and want of space, so that degenerative 
changes set in, and the pathological processes supervene which 
preclude any further development of the embryo as such. As the 
development is stopped at such an early stage when only the ectoderm 
is fairly well developed, it is evident that the endoderm, which may 
be represented by a single layer of cells, may be overlooked, though 
a careful microscopical search will reveal it. In the so-called 
dermoid of the ovary there is no placenta, nor is there any decidual 
membrane formed on the uterus of the mother, which distinctly 
marks these structures from ovarian or abdominal pregnancies. The 
vascular system of the ovarian dermoid is a direct continuity with 
that of the last without the intervention of the placenta, and the 
conclusion Wilms comes to is that this so-called dermoid is not of 
dermal origin, and is not a true dermoid, but he speaks of it as a 
“momentary ovarial parasite.” Pfannenstiel and Kroemer came to 
the conclusion that the embryoma is of ovulgenous dermation, and 
that it is not due to maldevelopment of Pfliiger’s plugs or cell-nests, 
nor is it an example of parthenogenesis. Pfannenstiel asserts that 
while the embryoma develops from the ovum, the cyst portion of the 
tumour is derived from the walls of the Graafian follicle. 


Comyns BERKELEY. 
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Ureteritis in the Female. 


GarEEAN (EpGar). The American Journal of the Medical Sciences, 
February, 1903. 


In an exhaustive paper of 27 pages, including clinical reports of four 
eases, Dr. Gareean discusses this condition. He divides his cases into 
three classes—(1) simple ureteritis, (2) ureteritis with obstruction, 
and (3) tubercular ureteritis. 

(1) Srmprte Urereriris. 

Acute. There is no doubt that parturition is an etiological 
factor, the pressure of the child’s head being responsible. Primipare 
are specially affected. The disease commences with chills and fever, 
a condition of general sepsis resulting. ‘There is pelvic pain and 
vesical irritation; the affected ureter is very sensitive on pressure per 
vaginam. Ina few days there is a large quantity of pus in the urine. 
It is doubtful if simple acute ureteritis ever exists apart from pyelitis 
and cystitis, and if it does if it can be diagnosed as such. Diphtheritic 
ureteritis was found in two cases out of 3,424 autopsies in the Boston 
City Hospital. 

Chronic. This may be the sequel of either a vesical or renal 
inflammation, generally of a chronic cystitis, and no doubt would be a 
much commoner affection if the valve at the ureteral opening of the 
bladder did not act as a barrier. The gonococcus, on account of its 
well-known disposition to result in stricture, is the germ most to be 
dreaded as a cause of ureteritis. As the bladder is generally, if not 
always, affected, the chief symptom is frequency of micturition, the 
bladder being emptied once an hour by day and several times during 
the night, and occasionally much more often. The act of micturition 
is painless, at times there is an aching pain on the side affected deep 
in the bladder, and tenesmus may or may not be present. Incontin- 
ence israre. There is also an excessive degree of neurasthenia due to 
loss of sleep, ete. The most important physical sign is the greatly 
increased tenderness of the affected ureter when pressed upon 
vaginally as compared with the opposite ureter and when the ureter 
is pressed on a coincident extreme desire to micturate. Cystoscopic 
examination reveals a swelling of the ureteral orifice on the affected 
side. On examination of the urine the one sign of diagnostic 
importance is an excess of desquamated epithelium. If the ureter is 
alone involved there is only a small quantity of pus, and the amount 
of urea on the affected side is diminished as compared with the 
opposite side. Urine is acid, low specific gravity and amount scanty. 
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The diagnosis of simple ureteritis is a difficult matter; as a rule it is 
not recognised. Salpingitis, ovaritis and ureteral stricture may all 
be mistaken for the condition, and appendicitis has been mistaken for 
it. If recognised early prognosis is good, if late it is bad. Of all the 
methods of treatment tried most have been found to be of little value; 
anything pressing on the ureter, such as a diseased tube or ovary, 
should be removed, or an overloaded colon emptied. The diet should be 
simple, too much nitrogenous food avoided, plenty of milk, plenty of 
water and plenty of fresh air. Large doses of acetate of potash if 
the urine is acid are indicated, urotropin, sandalwood oil and 
bicarbonate of soda at times all do good. Trional for sleeplessness, a 
vesical injection of protargol 5 per cent. or icthyol 50 per cent. have 
proved satisfactory, 2 drachms of either being injected and retained 
half an hour. 

Dr. Gareean has invented an instrument for topical application to 
the ureter of boracic acid or nitrate of silver, through a cystoscope 
in the bladder; this he has done in his consulting room, the patients 
walking home after; and the patients got relief, having to urinate less 
less frequently. If all means fail to relieve and the symptoms are 
urgent, then the only thing to do is to make a vesico-vaginal fistula. 


(2) UrEreritis witH OnstTRvctTion. 


Whether partial or complete, the result is practically the same— 
ultimate disorganisation of the kidney alone. 

PartiaL Onstrection. Fibrous Stricture. Chief cause gonorrhea, 
chief symptom frequency of micturition, and this desire to urinate is 
peculiar. The patient is never satisfied, feeling if she could only 
empty the bladder satisfactorily she would be relieved. Symptoms 
and bladder signs the same as those in simple ureteritis. Diagnosis 
is at once made with the ureteral bougies, but we must not mistake 
the normal narrowings of the ureter at the following points :—(1) 
Between 4 and 7 cm. from the renal pelvis; (2) where the ureter 
comes over the pelvic brim; (3) at the junction of the vesical and 
ureteral portions, for a stricture. The treatment consists in dilating 
the stricture with Kelly’s graduated renal catheters or French 
ureteral bougies passed not more than twice a week, and if this fails, 
or the patient, on account of pain, will not submit, then it is best to 
cut down through an extraperitoneal incision and expose the ureter 
after the preliminary introduction of a ureteral catheter, the stricture 
divided and the rest of the ureter examined for high strictures. If 
the stricture is near the bladder the ureter should be cut off just above 
the stricture and transplanted into the summit of the bladder, if the 
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stricture is high up and long nephrectomy or the establishment of an 
artificial low fistula is indicated. 

Calculous Obstruction. Diagnosis made by a careful considera- 
tion of the details of the case. A history of renal colic and 
hematuria, the vesical symptoms, point to cystitis. Occasionally the 
stone may be felt per vaginam. Abbe records 27 cases where the 
stone was diagnosed with the X-rays, and Leonard, in a series of 206 
cases, had 65 positive results. The examination of the separate 
urines will throw considerable light on the nature of the disease, 
and the absence of pus does not exclude calculus. The lessened urea 
excretion on the affected side is characteristic, and punctate ulcers 
round the ureteral orifice, as noted by Dr. Gareean, may prove of 
diagnostic importance. Treatment as prognosis depends on the 
length of time the calculus has been lodged on the ureter. It may 
be passed, but if it has remained long it should be removed by the 
extraperitoneal method. Lenger reports 7 cases with 2 deaths, Laffer 
17 with 3 deaths. Nephrectomy may be necessary if the kidney is 
damaged. 

Compete Oxsstruction. Fibrous Stricture. The acute cases 
caused by a virulent germ give rise at once to acute pyelitis and 
pyelonephritis, and present no difficulty in diagnosis. The 
chronic cases are more obscure. The secondary changes are dilata- 
tion, which may be so extreme as to admit the forefinger, and 
thickening of the fibrous coat. Below the stricture the ureter is 
inflamed, and this may extend to the bladder. The kidney is the 
seat of pyelonephritis. The symptoms referable to the bladder are 
those principally complained of, and are the usual symptoms of 
cystitis. Pain may or may not be present during urination, and of 
the renal symptoms pain is the chief, and in more than half the 
cases of renal suppuration caused by obstruction fever is absent 
(Albarran). At times there are acute attacks of pain in the kidney 
accompanied by vomiting, sweating, fever, and the urine during the 
attack is clear after a large discharge of purulent urine. These 
attacks point to temporary complete occlusion. On examination, if 
the obstruction is low down the suspected ureter may be enlarged 
and boggy, and may be even large enough to be felt abdominally. 
Pressure just below the ribs over the kidney region evokes resistance 
of the abdominal muscles, and is a valuable indication of renal 
disease, whilst sometimes the kidney may be felt enlarged. Cysto- 
scopic changes are those of cystitis with constant reinfection. The 
ureteral orifice may be deeply eroded from ulcerative changes. 


Pyrexia is marked on the affected side. If the stricture can be passed 
26 
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with a ureteral catheter there is a gush of accumulated urine and pus 
which at once establishes the diagnosis. Treatment: (1) Nephrectomy, 
(2) gradual dilatation of stricture with bougies, (3) cystotomy to 
relieve the bladder and allow the kidney to become destroyed and 
atrophied, or (4) making an artificial fistula above the strictured 
portion. 

Calculus Obstruction. This in the majority of cases has been 
preceded by symptoms and signs pointing to calculus of the kidney. 
Symptoms are frequently obscure as regards location. If high up it 
cannot be diagnosed from renal calculus. The urine will not flow on 
the affected side, and this constitutes an important sign. Colic, 
previous attacks of hematuria, X-rays are all important, and if an 
exploratory incision is made into the kidney the diagnosis may be 
settled by passing a sound into the ureter from above, and the same 
result may be arrived at by ureteral catheterisation through the 
vesical route. The treatment is surgical. 


(5) TupercvLar UReETERITIS. 


In 3,424 autopsies at the Boston City Hospital and at the 
Massachusetts General Hospital during the past ten years this 
affection occurred 64 times, 24 being of the caseous variety, and 40 of 
the miliary. In 194 cases of nephrectomies collected by the author 
tuberculosis of the ureter was mentioned 27 times as a complication 
of the renal disease. The ureter may be greatly increased in size, 
usually the canal, in spite of its tortuosity and of the numerous shreds 
descending from the kidney remains patent. When at times it does 
become occluded the cavity formed may hold many ounces of pus. 
The symptoms are so marked and overshadowed by those of the renal 
and vesical tuberculosis that they attract but scant attention. The 
main symptom to excite suspicion is colic. Locally the ureter 
will be found thickened on vaginal examination, and is quite 
characteristic, being felt as a solid cord running towards the pelvic 
brim. It is tender, and pressure excites an urgent desire to urinate. 
The appearances through the cystoscope are so diagnostic that in the 
majority of cases a certainty of the disease is established. Near the 
orifice of the ureter can be seen typical tuberculous ulcers, generally 
to the inner side, and miliary tubercles may be seen in the vicinity. 
The reactions of the urine correspond to those of pyelonephritis, but 
if the disease has not spread beyond the limits of the ureter the 
umount of pus may be very small. Finding the bacillus of tubercle 
will confirm diagnosis. 


; — .; 
The author closes his paper with an analysis of 415 nephrectomies. 
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Total nephro-ureterectomy was done in 16 cases, with one death, the 
results being most excellent. Of partial resections of the ureter with 
nephrectomy there were 10 with no mortality, and there were 36 cases 
in which the ureter was known to be diseased but was abandoned, 
and the mortality of these cases is very large, 50 per cent of cases 
dying as the result of the operation and 20 per cent. a little later. In 
three cases there was complete recovery four years after the operation, 
and from Dr. Gareean’s analysis it appears that if the ureter is 
abandoned further complications may be expected, and the excellent 
results of partial and total ureterectomy prove that total nephro- 
ureterectomy is the proper operation to perform. 


Comyns BERKELEY, 


Gonorrheal Vulvovaginitis in Children. 


Woops (Ricuarp F.), Philadelphia. The American Journal of the 
Medical Sciences, February, 1903. 


Dr. Woops thinks it is practically certain, from an examination of 
the different series of reported cases and of his own, that most of 
these cases of vulvovaginitis are gonorrheal in nature, and he also 
thinks it equally certain that the disease in children is of much 
greater danger than is supposed. Pott, von Duche and Spaeth first 
placed this disease of infants among the gonorrheal affections, and 
the large majority of cases since reported have been gonorrheal : — 


Fraenkel, in 1885, found diplococci resembling the gonococcus in 
62 cases which he examined microscopically. 

Cseri reported 26 cases with a diplococcus, which he thought 
gonorrheeal. 

Morse reported 21 cases with the gonococeus in 16. 

Cahen-Brach reported 21 cases with the gonococcus in 20. 

Suchard reported 12 cases, due to infection by towels, which he 
thought were gonorrheal. 

Weil reported 30 cases due to infection with a rectal thermometer. 

Skutsch reported 160 cases contracted by using the free baths at 
Posen, and in 60 out of 140 gonococci were found, and all cases 
were considered gonorrheeal. 

Pott reported a large number of cases, 1 in 8 had congenital syphilis, 
3 in 86 followed attempts at rape, and all he considered to be 
gonorrheal. 

O'Donovan states that in vulvovaginitis among negro children the 

gonococcus is invariably found. 
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Williams found the gonococcus in 4 out of 5 cases. 

Atkinson discovered 6 cases among girls all sleeping in the same 
dormitory, and in a year the institution was pervaded by a 
contagious ophthalmia. 

Martin inoculated the pus from an infant suffering from vulvo- 
vaginitis into the urethra of a man, and a severe gonorrheal 
urethritis followed. 

The mere finding of diplococci in the vaginal discharge is, 
however, by no means positive, and the positive proof can only be 
arrived at by cultivation and inoculation. The symptoms, which 
seldom vary, and are generally typical, are as follows :—The vulva is 
bathed with a yellowish thick discharge which on pressure appears 
to exude from the vagina. The vulva and vagina are red, swollen 
and painful, there is a slight rise in temperature, and at times painful 
urination. Cystitis is a rare symptom, and of all complications 
ophthalmia is by far the commonest. Heart lesions and arthritis are 
at times present. The most dangerous complication is acute 
peritonitis, and many cases have been reported. Sterility, salpingitis 
and undeveloped uterus have all been reported us sequels to an attack 
of vulvovaginitis in infants. 

Dr. Woods gives the following treatment as very satisfactory : —- 
Cleanliness, quinine or syrup of the iodide of iron three times daily, 
strict attention to the bowels. <A solution of 1 in 1,200 potassium 
permanganate was used as a douche slowly through a rubber catheter 
twice daily, the genitals being thoroughly cleansed with soap and 
water before each douche, and powdered boric acid blown on to the 
vulva and into the vagina after each douche. 

Currier uses 2 per cent. nitrate of silver. 

Storer washes the eyes with soap and a solution of bichloride of 
mercury every morning, as they may become infected during 
the night. 

Sheffield binds the eyes at night, and if there is any lacrymation uses 
silver nitrate 10 grains to the ounce. 

Pott advises bougies of iodoform. 

Pozzi, insufflation of iodoform. 

Marfau uses bougies of alumnol 2 per cent. 

Dr. Woods reports 5 cases, all of which he considered gonorrheal 
in origin, and appends to his paper a bibliography. 


Comyns BERKELEY. 
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A Case of Ovarian Pregnancy. 


Banvex (Rvpotr). Hin Fall von Eierstocksschwangerschaft. Beitrige 
zur klinischen Chirurgie, December, 1902. Bd. 36, Heft 3, p. 657. 
Banner says that there have so far been recorded 16 cases of ovarian 
pregnancy. The case which he describes was found accidentally 
during the post-mortem examination of a girl of 22, who died from 
angina Ludovici. No details of the patient’s history are given. The 
uterus was slightly enlarged, and contained pulpy masses of decidua. 
The right appendages were adherent, and fixed in Douglas’ pouch. 
The tube was bluish-red in colour, and thickened. In place of the 
left ovary was a tumour the shape of, and quite as large as, a hen’s 
egg. This tumour, with which the left ovarian ligament was 
continuous, was of a dull brown-red colour, and felt elastic. The left 
tube was almost four inches long, which the author seems to consider 
abnormal, almost as thick as a lead pencil, freely movable, and 
nowhere adherent to the tumour except at its fimbriated extremity. 
The fimbriz were so intimately adherent to the surface of the tumour 
that a probe could not be passed into the tube from the abdominal end. 
On naked-eye examination the tubal mucous membrane appeared 
healthy. On opening the tumour thick chocolate-brown blood escaped, 
with some gelatinous swollen material, which unfortunately was not 
examined microscopically. Sections of the wall of the sac showed 
microscopically three layers. The outer consisted of ovarian tissue. 
The middle layer consisted of lutein cells, arranged in ten or twelve 
rows. ‘The inner layer was made up of blood-clot. In this blood-clot 
were found “in some places structures which suggested chorionic 
villi, but on account of the complete necrosis of these doubtful 

structures no certain opinion could be given.” 

Bandel considers that this case must have been an example of 
ovarian pregnancy, and that the proof is “ easy and certain,” on the 
following grounds :— 

1. The patient was pregnant. 

2. The ovum was extra-uterine. 

3. A tumour corresponding to the fertilised ovum was found in 
place of an ovary. 

4. The tube took no part in the formation of this tumour. 

5. The ovarian ligament was continuous with the tumour. 


6. Ovarian tissue was found in the sac containing the ovum. 
Although it is possible, or even probable, that this was a case 
of ovarian pregnancy, we cannot agree with Bandel that proof is 


‘ 


‘easy and certain.” The presence of decidua in the uterus and 
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well-marked lutein cells in one ovary prove that the patient was, or 





had lately been, pregnant, but was this pregnancy necessarily extra- 





uterine? Bandel does not describe the condition of the cervix, and 





from his description it appears that only one fragment of decidual 





tissue was examined, so the possibility of a recent abortion is not 





excluded. Granting that the pregnancy was extra-uterine, Bandel 
has not proved that neither of the tubes was pregnant; the right tube, 
which is described as thickened and bluish-red, does not seem to 
have been examined at all, while the left was only examined 
macroscopically. Bandel gives no illustration to show the “ doubtful 
structures ” in the blood-clot, on the appearance of which he decides 
this to be a case of ovarian pregnancy in spite of the fact that “on 










account of their complete necrosis no certain opinion can be given.” 


The tumour, however, was so large that it is unlikely that it was only 
a pathological corpus-luteum. 











Henry Russeitt ANDREWS. 


Two Conditions Simulating Ectopic Gestation. 


Davis (Epwarp P., Philadelphia). American Journal of the Medical 
Sciences, October, 1902. Vol. exxiv., No. 4. 


ConsTANTLY extending knowledge of ectopic gestation proves that 
most cases of pelvic hematocele are the result of this condition, and 
in connection with this the two following cases are interesting :— 
Casrt 1.—Mrs. —— , aged 29, married ten years, had had one 
miscarriage, followed by sepsis, a child at term, a second miscarriage 
at six months, and a second child at term, at this time five years old. 
Menstruation always regular. In January, 1900, at the time she 
should have menstruated, she was exposed to cold, and got her feet 
wet, and this was followed by attacks of abdominal pain. She made 
a gradual recovery, there having been no signs or symptoms of 
hemorrhage. Later, severe abdominal pain came on, and _ her 
husband, a physician, introduced a sound into the uterus, which was 
four inches long. Dr. Davis saw her a day after this, and found A 
tenderness over the lower abdomen. There was no distension. There 
was no sign of pregnancy, and no tumour or exudate could be felt. 
Patient remained in bed a short time, and menstruation then re- 
turned. Three months later intra-uterine applications were made 
by her husband—who was also an anatomist, and the character of 
whose work would make it difficult for him to remain aseptic—for 
some supposed disease of the pelvic viscera, and the sphincter of the 
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bowel was stretched to relieve anal irritation. Nine months after 
the first visit she was seen again by the writer, having just recovered 
from a normal menstrual period. She complained of left ovarian 
pain, paroxysmal in character, for which she had been treated with 
hypodermic injections of morphine. Pulse and temperature were 
normal. Per vaginam the uterus was found fixed by a mass of soft 
material in the pelvis, giving no distinct fluctuation. No signs or 
symptoms of pregnancy were observed. The pelvic tumour became 
softer, and finally fluctuated, pulse and temperature remaining 
normal. Dr. Davis wished to perform cceliotomy, but this was 
refused, so he left the case. A week later she came into his hospital, 
and gave consent for a vaginal section. An incision was made in 
the posterior cul-de-sac, a quantity of blood-clot evacuated, and the 
cavity packed with iodoform gauze. The patient gradually developed 
symptoms of septic infection, and died, having declined to have 
celiotomy performed. An autopsy was refused. The material evacu- 
ated from Douglas’s pouch was carefully examined, but only blood- 
clot was found, no decidua or embryonal tissue being present. The 
author quotes two cases of retro-uterine hematocele seen by Koher 
(Centralb. fiir Gyndk., 1901, No. 39) due to irritation of pelvic peri- 
toneum, and suggests that his own case comes under this category. 

CasE 2.—Emaciated anemic woman, aged 20. Few months 
previously had a three-month abortion, from which she slowly 
recovered. She then stopped menstruating for several months, and 
two weeks before she was seen had suffered from severe abdominal 
pain and intermittent hemorrhage. On examination, the patient 
was suffering from profound anemia, the pulse was 144, the body of 
the uterus enlarged, cervix a little softened, breasts gave the 
characteristic signs of early pregnancy, and the pelvis was filled with 
a soft, boggy tumour. Cceliotomy being deemed imperative, ruptured 
tubal gestation having been diagnosed, this was done. The ovaries 
and tubes were found normal, and the uterus was retroverted. It 
was put straight without difficulty, the abdomen closed, and an 
intravenous saline infusion given. Soon after her convalescence she 
was delivered of a six months’ foetus, which was just alive. Shortly 
after this case came under the author’s observation he saw another 
one on consultation, in which, upon operation, the same condition 
was found. 

The authors draw attention to recent literature on the subject : — 

1. Segond’s case, where ruptured tubal gestation was diagnosed, 
ceeliotomy performed, and a retroverted gravid uterus found. Abor- 
tion followed at six months. 
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2. Routier’s case, in which a retroflexed uterus adherent upon the 
left side of the pelvis was thought to be ectopic gestation. Ceeliotomy, 
followed by abortion. 

3. Boldt’s case of gonorrheal pyosalpinx, simulating ectopic 
gestation. 


G. H. A.C. B. 


Trans-Abdominal Intra- and Extra-Peritoneal Uretero-Vesical 
Grafting. 


Bissett (Dovcras), M.D. Amer. Journal of Obstetrics, Feb., 1903. 


A Patient, aged 26, was admitted into the Women’s Hospital with 
the following history:—Her second labour, which occurred on 
March Ist, 1900, was a long and difficult one. The head presented 
with the occiput posterior, and was finally extracted with forceps, the 
child being dead. The first two weeks of the puerperium were 
uneventful, but at the end of this period a rigor occurred, and was 
accompanied by a rise of temperature and pain in the lower abdomen. 
Examination showed the presence of cellulitis on the left side of the 
uterus. Shortly afterwards a slough separated, leaving an ulcerated 
surface which involved the left side of the cervix and vaginal vault, 
and there was also involuntary escape of urine. From that time 
until her admission into hospital (December, 1901) she suffered from 
incontinence and from frequent attacks of renal colic. She became 
pregnant twice, but miscarried. On admission urine was seen to flow 
from the cervical canal, the bladder was distended with sterilized 
milk, but did not leak; the diagnosis of ureteral fistula was therefore 
made. To determine which ureter was involved a cystoscopic 
examination was made, a small bougie, passed into the left ureteral 
orifice, met with an obstruction at a point in the lower posterior 
bladder wall, a little to the left of the junction of cervix and vagina. 

The operation was performed with the patient in the Trendelen- 
burg position. After opening the abdomen an incision was made on 
the anterior surface of the left broad ligament, and by a blunt 
dissection between the two layers of this structure the ureter was 
discovered ; it was considerably dilated and terminated in the uterus, 
at about the level of the os internum. In severing the ureter from its 
false implantation in the uterus it was just necessary to push aside 
the uterine artery immediately beneath which it was situated. The 
ureter was then easily freed from its bed in the broad ligament, and 
brought up out of the abdominal opening, gauze pads being first 
carefully placed around it to protect the abdominal cavity from the 
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urine which was constantly expelled. The end was then slightly 
levelled and made ready for its new implantation. As the ureter was 
severed close to the uterus and the opening into the uterus was 
extremely small, it was thought unnecessary to tie the distal end. 
A long curved dressing forceps was then passed through the urethra 
into the bladder until its points came into contact with the posterior 
vesical wall to the left of the median line and just below the junction 
of the anterior surface of the broad ligament and bladder. The 
blades were slightly opened, and an incision about three-quarters of 
an inch in length was made between them. The points of the forceps 
were passed through the opening; the free end of the ureter was 
grasped and pulled through into the bladder. The grasp of the 
forceps was maintained until permanent sutures were passed anchor- 
ing the ureter to the bladder wall. The first two sutures were passed 
through the bladder wall down to the mucosa, then into the wall of 
the ureter, but not completely penetrating it. The other sutures, five 
or six in number, were passed entirely through the bladder wall and 
partly through the ureteral wall. At the lowest point in the space 
between the folds of the broad ligament an opening was then made 
into the vagina, the exact position of this opening being determined 
by an assistant’s finger in the vaginal vault. Through this opening 
a rubber tube was passed into the vagina, drainage being thus insured. 
The incision in the anterior surface of the broad ligament was then 
sutured, and the abdominal wound closed. The convalescence was 
uneventful. The author reviews and discusses the various intra- 
abdominal operations for transplantation, gives a list of nineteen 
references to the literature of the subject, and tabulates the fifty- 
seven cases recorded up io date. 
ILerbert WILLIAMSON. 


Examination of the Blood as a Means of Diagnosis in Certain 
Diseases of the Female Organs. 


Bérarp (Léon) and Descos (Anprii). Rev. de Gynécol. et de 
Chirurg. Abdom., January and February, 1903. No. 1. 


[x 1902, Diitzmann published a paper (Centralblatt fiir Gyndkologie, 
No. 14) in which he stated that the blood of women suffering from 
suppuration in the pelvis always showed characteristic changes from 
the normal, the chief of -which is a condition of hyper-leucocytosis. 

These observations were confirmed by Laubenburg (Centralblatt 
ftir Gyn., May 31st, 1902. No. 22), who noted in acute suppuration 
of the tubes and ovaries : — 
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1. A diminution in the number of red blood corpuscles. 

2. An increase in the number of leucocytes. 

3. An increase in the number of polynuclear neutrophiles. 

The observations of Bérnard and Descos have been conducted on 
similar lines. They have examined the blood of 25 women who 
suffered from pelvic lesions, possibly of a suppurative nature, and 
their observations lead them to the following conclusions : — 

1. In affections of the female pelvis, when the counting of the 
leucocytes gives a total of 12,000 or upwards to the cubic millimetre, 
together with an undoubted augmentation of polynuclear cells—80 
to 85 per 100,—a suppurative lesion or one on the way to suppuration 
(infected hematocele, etc.) is present. Moreover, the pus is virulent, 
and operative interference should, if possible, be avoided, since there 
would be grave danger of setting up general peritonitis by such 
procedure. If operation be imperative the vaginal route should be 
chosen in preference to the abdominal. 

2. When the leucocytes number below 10,000 or 11,000 per cubic 
millimetre there is either no suppuration, or if pus be present, it is 
not virulent and with precautions there is no great risk of peritonitis 
after the operation of abdominal section. 


G. Drummonp Roprnson. 


Cutaneous Pigmentations of Sexual Origin in Women. 
Datcué (Pact) ano Fovevet (Cu.). La Gynécologie, February, 1903. 


Tuer authors describe and discuss pigmentation of sexual origin, apart 
from the chloasma of pregnancy. This pigmentation is most 
frequently situated on the face, where it may form a mask such as is 
seen in pregnant women. At other times it may occupy the backs of 
the hands and fingers, and sometimes the neck, trunk, thighs or 
abdomen. In one case the pigmentation was of such character as to 
suggest Addison’s Disease, but there were no symptoms pointing to 
that condition. The patient was suffering from retroversion of the 
uterus with left-sided salpingitis, causing severe dysmenorrhea. 
She also had a certain amount of “ muco-membranous enteritis.” 
Replacement of the uterus relieved the dysmenorrhea, and the 
pigmentation underwent marked diminution in the next five or six 
months. At the same time, however, the enteritis was treated. One 
year later the dysmenorrhea returned, with fresh gastro-intestinal 
troubles, and the pigmentation became darker again. 
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In most cases there is simply increase in the amount of colour 
in the skin, from bistre yellow, such as is frequently seen below 
the eyes of some women at the menstrual periods, to deep brown or 
black. More rarely the colouration may be bluish, dark red, or 
ecchymotic. According to some observers the pigment may discolour 
linen. The pigmentation may begin at any period of sexual life, 
least commonly at the menopause. In young girls in whom the 
changes seen at puberty are beginning, although they have not yet 
menstruated, the most frequent seat of pigmentation is the middle 
line between the pubes and umbilicus. Pigmentation frequently 
accompanies painful or irregular menstruation and amenorrhea. 
Out of 122 young girls examined by Lehman a brown line on the 
abdomen was found in 66. Of these, 26 complained of amenorrhea, 
20 of dysmenorrhea. During periods of amenorrhea pigmentation 
may become more marked at the times when the menstrual periods 
ought to occur. Besides accompanying menstrual troubles 
pigmentation may also be found in connection with any utero-ovarian 
affection, metritis, fibroma, salpingitis, etc. 

The authors consider that insufficiency of ovarian secretion or 
alteration in that secretion, an ovarian dystrophy, is the most likely 
cause of this pigmentation. In exophthalmie goitre there is 
frequently genital atrophy; in women who have recently had both 
ovaries removed exophthalmic goitre frequently occurs, and sexual 
troubles are in some cases much improved by ovarian opotherapy. 

Spillmann and Etienne assign a three-fold function to the ovary : 

1. Secretion of ova. 

2. Elimination of toxic products of the organism by the menstrual 
flow. 

}. Internal secretion. 

If these functions be modified or abolished a special auto- 
intoxication, due to ovarian insufficiency, appears during the period 
of development, showing itself as chlorosis. 

The authors are inclined to agree with Blondel that up to the 
time of puberty the antitoxic part afterwards played by the ovary 1s 
played by another organ which disappears later, perhaps the thymus. 
They speak hopefully of treatment by ovarian extract. 


Henry Russett ANDREWS. 
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Hermaphroditism and General Practice. Notions on Hermaphro- 
ditism Indispensable for Practitioners. 


Nevcrsaver. La Gynécologie, February, 1903. 


NeEvsEBAUER discusses the development of the genital organs, and 
points out that real hermaphroditism, the presence of a testicle and an 
ovary in one individual, does not occur. Since even careful 
microscopical examination of a sexual gland often fails to solve the 
question of doubtful sex, it is easy to understand that the general 
practitioner, surgeon, accoucheur or gynecologist may have to refuse 





to give a definite opinion in a case of doubtful sex, especially in a 
new-born infant. As regards the etiology of pseudo-hermaphroditism, 
the author quotes Ravache, who points out that the deep organs, 
testicle or ovary, are nourished by the spermatic artery, the median 
organs, vesicule seminales or tubes, uterus and upper part of vagina, 
by the internal branch of the hypogastric artery, the superficial 
organs, penis and scrotum or lower part of vagina and vulva by the 
external branch of the hypogastric artery. As each of these three 
series of organs is nourished by a special circulation, any one series 
can develop or remain in a condition of arrested development 
independently of the other two. In some cases of pseudo-herma- 
phroditism anomalies of the arteries have been found, their defects 
coinciding with anomalies of development in the corresponding 
organs. ‘This question is new, and not yet much studied. On the 
other hand, the possibility of psychical influence on the part of the 
mother and hereditary influences must be considered, since cases of 
malformations of the sexual organs are often scen repeatedly in a 
family. 

Neugebauer discusses at length the sexual instincts of pseudo- 
hermaphrodites. Their psychical condition may be absolutely 
normal, but is frequently pathological. As regards their civil state, 
there ought to be an official description created—“ of indeterminate 
sex.” The child should be examined at certain intervals of time, at 
the age of one year, at puberty, and up till the time when a decision 
is possible. How is the child of doubtful sex to be brought up? 
Since the great majority of pseudo-hermaphrodites belong to the 
male sex, Ahlfeld advises that such children should be brought up as 
boys. Lawson Tait, on the other hand, advised that such children 
should be brought up as girls, because it is easier to protect a girl 
from the disagreeable consequences of genital malformation. As 
regards this point, the author agrees that a hypospadiac male, 
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brought up in error as a girl, will have less trouble in assuming his 
proper position when the mistake is found out at puberty than 
will a female pseudo-hermaphrodite brought up in error as a boy. 
At the same time, it must be admitted that there is great danger in 
bringing up a person of doubtful sex as a girl among girls should 
it not be found out until after puberty that this person is really a 
male. 

The author raises a question which he says has never been 
discussed before. In the event of a medical man discovering that a 
wife is really a pseudo-hermaphrodite and male, is it his duty to 
inform the husband? Also, in such a case can the husband be forced 
by law to divorce his “ wife?” He considers unjustifiable the opera- 
tions of Berendés and Tauber, amputation of what was apparently a 
hypertrophied clitoris, but in reality a hypospadiac penis. 


Henry Russert ANDREWS. 


Eosinophilia in Lesions of the Pelvis and of the Vermiform 
Appendix. 


Were (Witi1am H.), M.D. The American Journal of the Medical 
Sciences, January, 19035. 


Dr. Weir in the routine microscopical examination of all tissues 
removed at operations in the gynecological department of the 
Lakeside Hospital, frequently observed cells with eosinophilic 
granulations, especially in inflammatory conditions. He found :— 

1. That eosinophiles take a prominent part in the cellular infiltra- 
tion associated with inflammatory and suppurative processes of the 
pelvic organs. 

2. In such conditions they usually occur in the largest numbers 
in the subacute stage and associated with connective tissue 
hyperplasia. 

3. Eosinophilic infiltration is found in most cases of carcinoma of 
the cervix and in almost all cases of pyosalpinx and ovarian abscess. 

4. In inflammatory conditions of the endometrium eosinophiles 
occur in small numbers, and in but few cases. 

5. Eosinophiles represent a large proportion of the cells forming 
the stroma of the mucosa in the normal and diseased appendix. 

6. In inflammatory conditions of the pelvic organs associated 
with an eosinophilic infiltration of the tissues, the percentage of 
eosinophiles in the circulating blood is rarely increased, and usually 


decreased. 


Comyns BEerkELey. 
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Acardicus Amorphus in the Human Subject. 


Dienst. Gyn. Soe. of Breslau. J/onats. fiir Geburts. und Gynik., 
March 1903. 


Drenst showed a specimen of this rare class of monster, being one of 
twins, the other fetus apparently normal. The specimen was the 
size of a fist, covered by skin and lanugo, and had about 5 cm. of 
umbilical cord attached. The rest of the umbilical cord appeared 
as a much twisted appendage to the normal cord of the uniovial 
placenta, and contained only one artery and one vein. Careful 
examination of the vessels showed that the monster only received 
blood (impure) from the umbilical artery of the normal fetus, 
without this blood having passed through the placenta at all. The 
very small thread-like vein in the remnant of umbilical cord also lent 
weight to this opinion, and so the absence of growth and the 
deformity of this acardiac monster could be explained. The 
occurrence of acardiac monsters is interesting chiefly from the point 
of view of causation and variety. There are several kinds, which 
have beea classified and well described by Doran in the Obstetrical 
Transactions, Vol. xxxi., p. 4. 


Tuos. G. STEVENS. 
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Obituary Wotice. 


HENRI VARNIER. 


(Reproduced from M. Couvelaire’s Obituary Notice in the Annales de 
Gynécologie et d’Obstétrique, February, 1903, by kind permission 
of the Editor, Professor H. Hartmann). 


Henri-Victor VARNIER was born at Epernay, on June 26th, 1859. 
His father, Adolphe Varnier was a university professor, and for 43 
years was a teacher at the College of Epernay. Under his father’s 
direction Henri Varnier’s secondary education was carried out at 
Kpernay. At the age of 17 he graduated as Bachelor of Arts. The 
career which was chosen for him was that of an army doctor, and in 
October, 1877, he came to Paris to commence his medical studies. 
His father’s resources were very small, and Varnier, conscious of his 
duties as son and elder brother, decided to support himself, and 
accepted the position of tutor in a boarding-school at Saint-Ouen. 

In October, 1878, the horizon cleared. Varnier returned from the 
vacation bearing a letter which a friend of the family, Dr. Verron, 
had given him for Prof. Farabeuf, the anatomist, who welcomed him 
cordially and opened the doors of his laboratory to him. Nor was he 
slow to appreciate the qualities of his pupil, and having discovered 
why each day at 4 o’clock Varnier regretfully consulted his watch 
and forthwith departed in haste, took him into his house on the 
pretext of giving lessons in Latin to his sons. Thus Varnier found 
himself installed in the Rue de l’Ecole de Médecine in the quarters 
provided by the Faculty for the heads of departments, and he could 
henceforth work in freedom. His good fortune was, however, of 
short duration. On the 5rd August, 1879, his mother died of 
hemorrhage from placenta previa. The last hope of her medical 
attendants was transfusion, and for this purpose Varnier offered his 
own arm. From this moment dates the origin of his devotion to 
Obstetrics. There was no more question of military medicine. On 
the 10th January, 1881, he was placed second for promotion in the 
examination for lerternat des hépitaus, and on the 26th December, 
1882, he was appointed interne des hépitaua. Wis future was thus 
assured. 

Acting on the advice of Farabeuf, he elected to work under 
Pinard, Duguet and Terrier. In 1885 he entered the Maternité 
de Lariboisiére as the pupil of Pinard, at that time Professeur 
Agrégé. This year was for Varnier a decisive one, and he deter- 
mined to devote his life to the study and practice of midwifery. He 
remained as /nterne at the Lariboisi¢re for three years, forming at 
this period a close friendship with his colleagues Hartmann, 
Legendre, Widal and Wallich. Here also he made the acquaintance 
of the lady who later on became his wife, Madlle Henriette Carrier, 
sometime Head-Midwife to the Clinique Baudelocque. 

He divided his time between the wards of Pinard and the labora- 
tory of Farabeuf, and these two masters watched with paternal 
pride the powerful personality of their pupil asserting itself. To 
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supply a scientific basis to the practice of midwifery became the con- 
trolling idea of the self-sacrificing studies to which he devoted his 
life. Unwilling to accept the results of clinical observation, he 
sought in anatomy, in experiments on the cadaver, in the study of 
frozen sections of subjects dying during labour and the puerperium, 
the solution of those problems of mechanism which French 
accoucheurs of the 19th century had in vain endeavoured to establish 
by clinical vaginal examination. His first anatomical researches on 
the mechanism of labour were begun in 1886. He published a por- 
tion in his inaugural thesis ‘‘ On the inferior muscular strait of the 
obstetric pelvis” (1888). In 1891 he published, with Farabeuf, a 
work entitled “An introduction to the clinical study and practice of 
Midwifery.” While pursuing his anatomical studies with Farabeuf, 
Varnier, in collaboration with Pinard, investigated the extensive 
post-mortem material furnished by the Lariboisiére. Not content 
with utilising this material he made an appeal to the liberality of all 
the heads of Cliniques, medical and surgical, and thus began to 
collect in Pinard’s laboratory the nucleus of the Museum of Obstetric 
Anatomy, which he dreamed of founding in Paris. .This material 
was studied by the method of frozen sections, recently perfected in 
the hands of Braune, Schroeder and Waldeyer, and formed the basis 
of the “ Studies of Obstetric Anatomy, normal and pathological,” 
which he published with Pinard in 1892. This work, which forms an 
epoch in the history of French obstetrics, consists of an atlas of fine 
illustrations with textual descriptions, and includes also two essays 
upon “ The engagement of the foetal head in the normal pelvis,” and 
“the third stage of labour.” A second series of anatomical studies 
was begun in 1892, a portion of which on “Abnormal insertion of the 
placenta ”’ was published in collaboration with Champetier de Ribes. 

In 1888 he founded the Revue pratique d’Obstétrique et @Hygiéne 
de Venfance, and in 1889 became Editor-in-chief of the Annales de 
Gynécologie et d’Obstétrique. In association with his friend Hart- 
mann he infused a great deal of vigour into the management of the 
latter journal. In 1889 Pinard was appointed to the famous Maison 
d’Accouchments Baudeloeque, and Varnier was Chef de Clinique 
there from 1891—92, and afterwards remained as his assistant. 

In 1891 Spinelli, a pupil of Morisani, came to Paris to make 
known to Pinard the results obtained by the Neapolitan school in the 
treatment of pelvic contraction by symphysiotomy. Pinard, Fara- 
beuf and Varnier immediately set to work upon experiments in the 
dead house. In the task of formulating precise indications Varnier 
rendered great assistance, which was generously acknowledged by 
Pinard at the Congress of Rome. In 1897 the number of symphysio- 
tomies performed by Pinard and his pupils was 76, and Varnier was 
entrusted with the preparation of the report on symphysiotomy for 
the Moscow Congress of that year. It must not be forgotten that 
another point, namely the permanent enlargement of the pelvis which 
follows section of the pubes, was established by Varnier’s clinical 
observations, and his name undoubtedly deserves a place in the 
history of symphysiotomy side by side with those of Sigault, Morisani 
and Pinard. 

Varnier was also an enthusiastic student of radiography in its 
relation to obstetrics, and after many experiments in the wards and 
the dead house, he laid before the Moscow Congress his well-known 
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communication * Radio-pelvimetry by comparison.” After two years 
of patient work, he succeeded in obtaining from a living subject at 
term a radiogram of the foetal head in the pelvic brim, clearly 
showing its size and position and the degree of flexion and engage- 
ment. 

In 1892 he was appointed “ Professeur Agrégé,” and in 1894 
“Accoucheur des Hopitaux.” Some part of the lectures which he 
delivered at the Faculty and at the Clinique Baudelocque was pub- 
lished in 1900, under the title of “ ’Obstétrique Journalierée.” Of 
this work, Hergott, the venerable doyen of French obstetricians, said 
that it formed an epoch in the annals of French obstetrics. When 
the Société d’Obstétrique de Gynecologie et de Pediatrie was 
founded in Paris, in 1899, Varnier was appointed general secretary. 

His position in Paris now became pre-eminent. To operative 
ability he added a nature of singular conscientiousness and devotion, 
and thus became both widely esteemed and loved. To his pupils he 
was not only master, but also elder brother and counsellor, setting 
them a high example of loyalty, courage and probity. Latterly his 
health and activity failed very much, and he devoted himself almost 
exclusively to historical studies. A study of the origin of the 
obstetric forceps, upon which he published several papers dealing 
especially with the period of Levret, was the last piece of work which 
he accomplished. He died of a painful cardiac affection, at Hyéres, 
on December 31st, 1902, at the age of 45. 














Reports of Societies 


REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 
Meeting, March 4th, 1903, the President, Dr. Mautns, in the Chair. 


Dr. Husert Roserts showed Microscopical Sections of a Case of Tuber- 
culosts of the Falloman Tube and Ovary, removed by Operation from a 
lady of 32. 

The patient had been in failing health since 1899. In December, 1902, 
she was much worse with irregular uterine hemorrhage, fever and 
wasting. A considerable tumour was found in the lower abdomen. On 
opening the abdomen, both tubes and ovaries were enlarged. The left 
ovary was 4—5 inches long and adherent to a necrotic ovary, the size of 
a fist. The pelvis was roofed in by dense adhesions, and the intestines 
were adherent to the tubes and back of the uterus. Both tubes were 
banana-like in shape, and contained pus. Sections of the uterine end of 
the tube showed distinct tubercular nodules, giant vells and breaking down 
caseous areas. The ovarian tissue also contained tubercle nodules. The 
patient sank in 36 hours from shock. The question of the advisability of 
abdominal section in such desperate cases was discussed. Tubercular 
pyosalpinx pointing in the vagina could easily be opened and drained by 
that route, as in another case under the author’s care, though, of course, 
the tubes could not be removed. In such cases abdominal section might 
be undertaken, when the patient’s condition allowed of it. 

Dr. WALTER Swayne said that three months ago, he had to deal with a 
case which presented many features similar to those described by Dr. 
Horrocks. The patient had a large mass in the pelvis and much distension 
of the abdomen, which contained fluid ; on opening the abdomen, the whole 
of the peritoneum was studied with what to the naked eye was apparently 
miliary tubercle. The appendages were embedded in exudation, which 
formed the mass felt in the pelvis, and the peritoneum was full of ascitic 
fluid; it was obvious that removal of the appendages was impossible, and 
the wound was closed after flushing the peritoneal cavity with a hot 
saturated solution of boracic acid. The patient made a good recovery, 
and at the end of a month had put on several pounds in weight. 

Dr. Horrocks, Dr. Grirrita, and Mr. Tarcetr also joined in the 
discussion. 

Dr. Lewers showed a specimen of Keratinising Carcinoma of the Body 
of the Uterus. 

The patient, from whom the specimen was removed, was a single 
woman, aged 43. She had suffered from metrorrhagia for two years, and 
from some pain about the lower abdomen, which came on some time after 
the commencement of the bleeding. The cervix was dilated and a malig- 
nant growth found in the body of the uterus. There was a lump felt to 
the right of the uterus, the size of a tangerine orange. Abdominal pan- 
hysterectomy was performed on November 27th, 1902, in the London 
Hospital. The lump to the right of the uterus proved to be the right 
ovary enlarged, partly by cystic change, and partly by a malignant growth, 
secondary to that in the uterus. The ovary was not adherent, and there 
was no evidence of any other secondary deposit elsewhere. As regards the 
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operation, the case illustrated the advantages of the abdominal operation, 
especially since the exact nature of the lump to the right was ascertained 
at the very beginning of the operation, instead of towards the end of it, 
as would have been the case, if vaginal hysterectomy had been performed. 
The patient made a good recovery. As regards the specimen, the growth 
was a columnar-<elled carcinoma, but over a considerable extent it had 
become keratinised, so that in parts of the sections, the appearances were 
very similar to those of squamous carcinoma of the cervix. 

Mrs. Boyp, M.D., in reference to the association in Dr. Lewers’s case 
of carcinoma of the body with carcinoma of the ovary, mentioned a similar 
case, where she had removed by abdominal pan-hysterectomy a large 
uterus, the seat both of fibroids and cancer of the body, from a middle- 
aged lady. The right ovary contained a secondary growth and was 
non-adherent and easily removed with the uterus. No other secondary 
growths were discoverable. The patient died some six months later with 
cerebral symptoms. There was no evidence of local recurrence, or of 
involvement of abdominal glands. 

Dr. CuLLincwortsH said that Dr. Lewers’s case and the one to which 
Mrs. Boyd had referred, had a special interest for him at that moment, 
as he had that very morning operated upon the second case of the kind 
that he had met with within the last two years. Both cases had occurred 
in his private practice, and were, so far as he could remember, new in his 
experience. In both patients there was evidence of new growth in the 
lateral parts of the pelvis, for which abdominal section was performed, 
but in each case there was irregular uterine hemorrhage of such character 
and extent as to make it seem desirable to dilate and curette the uterine 
cavity before opening the abdomen. In the case of the first patient an 
ovarian cyst with some obviously malignant papilloma was removed, the 
scrapings from the uterus being meanwhile sent for examination and 
report. The report being to the effect that the uterine disease was 
carcinoma, the uterus was removed by vaginal hysterectomy a fortnight 
after the original operation. There was found to be extensive carcinoma 
of the body of the uterus. The patient was at that moment, 18 months 
after the operation, free from any sign of recurrence. In the case of the 
second patient, the preliminary curetting was so conclusive as to the 
existence of carcinoma of the body of the uterus that the microscopist’s 
report was not waited for, and a week after the first operation, at which 
both ovaries were removed for soft, rapidly-growing and already 
degenerating cystic carcinoma, the uterus was removed by the combined 
abdominal and vaginal method. The only reason why the uterus was not 
removed in the first instance was that the patient, when curetting had been 
done and the universally adherent tumours of the ovaries had been 
removed, showed signs of having had as long an operation as was 
compatible with her safety. Dr. Lewers had spoken of the ovarian disease 
being in his case secondary to the uterine. He (the speaker) would like to 
hear upon what evidence that opinion was based. In the earlier of his 
own cases the Reporter of the Clinical Research Association expressed the 
opinion that the ovarian disease was in that instance primary, and the 
uterine secondary. In the second case, that now under treatment, it 
seemed to him very difficult to say which was primary—the ovarian disease 
or the uterine. 

Dr, Russe, ANDREWS said that Hitschmann, of Vienna, who had been 
studying the histology of carcinoma of the body of the uterus for some 
time, found that metaplasia, change from columnar to squamous 
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epithelium, was comparatively common in this condition. Dr. Andrews 
had seen a good many sections showing this change, but none in which 
it was so marked as in Dr. Lewers’ specimen. 

Dr. GaLaBIn showed a specimen of Partial Vesicular Degeneration of the 
Placenta, in conjunction with a Fetus of five months, which lived up to 
tome of delivery. 

He saw the patient in consultation with Dr. Morgan Hearnden. 
She was 32 years old, had had four previous pregnancies, twins once. 
In the earlier months of the pregnancy she suffered from sickness. For 
three weeks she had appeared very ill with weakness, cardiac symptoms, 
and rapid pulse, and the abdomen had increased rapidly in size. The 
pulse was 120. The abdomen was found nearly as large as at full term 
of pregnancy. The uterus contracted as usual, and there was no rigidity 
nor evident tension. Contents seemed mainly fluid, but signs of a living 
foetus were made out with some difficulty. The finger was passed in 
through the cervix, and felt the membranes and fetus. Patient looked 
ill, but not pallid enough to suggest hemorrhage. Dr. Galabin thought 
the case was probably one of hydrops amnii. He advised induction of 
labour, and tried on the spot to separate the membranes around the os. 
The result was that labour pains came on the same night. Next morning 
Dr. Hearnden ruptured the membranes, and an enormous quantity of 
blood and clots was expelled. The patient became alarmingly collapsed, 
but eventually rallied. A number of vesicles came away with the blood. 
The placenta was cleared out of the uterus by hand. The placenta showed 
scattered vesicles pretty uniformly throughout, but a large proportion of 
chorionic villi remained normal. Its uterine surface was completely 
broken up, no continuous deciduous serotina being visible. The larger 
vesicles, which escaped separately, were mostly about half an inch in 
diameter. The patient recovered well, and has had no return of 
hemorrhage nor indicated suspicion of deciduoma malignum. It was 
remarkable that not a drop of blood escaped externally, though the patient 
had what was probably a concealed accidental haemorrhage, going on for 
three weeks. 

The case was briefly discussed by Dr. Grirrrrm and Mr. Biuanp-Surton. 


OTHER SPECIMENS. 


Dr. BLacker showed a specimen of the Uterus after Vaporisation, and 
Dr. GALABIN showed a Fibroma of the Uterus, associated with malignant 
disease of the Endometrium., 

Dr. Hanprig_p-Jongs exhibited Bossi’s Dilator, and briefly dwelt upon 
its merits and risks in the induction of labour. 

Drs. Spencer, Russet, ANDREWS, Swayng, and BLacKeEr gave details 
of cases in which they had used the instrument, and, while dwelling upon 
its advantages, drew attention to the risks of rupture of the uterus. 

Mr. BLanp-Sutton showed two specimens which illustrated the changes 
which had occurred in Fibroids after the Menopause. The relative 
frequency of these changes was discussed by Mr. ALBan Doran, Dr. 
HANDFIELD-JONEs, and Dr. GriFFiTH. 

The Present delivered his 


Inaugural Address, 


detailing some aspects of the economic and of the antenatal waste of life 
in nature and civilisation. It is published in this number of the JourNat. 
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A vote of thanks to the President for his valuable and interesting 
Address was moved by Dr. Watt Brack, seconded by Dr. Horrocks, and 
carried by acclamation. 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting, March 12th, 1903, Dr. Heywoop Smitu, President, in the Chair. 


Dr. Wintt1am Duncan showed a Bilateral Hematosalpinz. The left 
tube was ruptured in removal, the right, distended to the size of a banana, 
with a blood cyst of the right ovary, formed a tumour which on section 
did not appear to be a gestation, and he considered the condition as more 
probably due to some bilateral inflammation of the tubes. 

Mr. J. S. D. Maccormack exhibited a Self-retaining Retractor for 
keeping apart the sides of the abdominal wound in cceliotomy. 

Dr. H. MacnaucuTon-Jones read a paper on 


The Importance of Attention to the Mouth and Teeth before and 
after Operations upon the Pelvic Viscera. 


Reviewing the bacteriology of the mouth in health and disease, he dis- 
cussed the probability of infection of the intestinal canal by pathogenic 
micro-organisms or products present in pyorrhcea alveolaris, with carious 
teeth, or other morbid conditions, illustrating the effects of such by cases 
of gastric complications with foul tongue and great foetor, parotitis and 
cervical phlegmon after operations. He thought the prolonged administra- 
tion of ether more apt to induce and prolong such gastric disturbance than 
that of chloroform. He traced the etiological significance of the supply 
and distribution of the nerves, blood-vessels and lymphatics of the mouth, 
and pointed out that parotitis after operation, though sometimes merely 
a coincidence, might very well have either a neural or a septic origin. In 
the case reported, after an operation for prolapse and hemorrhoids, the 
wounds were quite healed on the 11th day; the parotitis began on the 14th, 
and ended fatally 15 days later; the mischief was unquestionably due to 
dental trouble for which the patient had been under treatment just before 
the operation. For the prophylactic care of the mouth and teeth he 
recommended formalin, hydrogen peroxide, sulphurous or boric acids, 
with glyco-thymoline as a basis. Benzo-naphthol, in cachet, was valuable 
in gastric complications with foul tongue and foetor. 

The Present said that a reflex connection with the pelvic organs 
might be suspected in the globus hystericus, and was advanced recently to 
account forthe relief of dysmenorrhoea by cauterisation of the nasal mucous 
membrane; he asked, what had been the immediate cause of death in the 
fatal cases of parotitis? 

Mr. SrepHen Pacer (a guest) said that in the 101 cases he had 
collected he had been struck by the extreme variability of the interval 
between the operation or injury and the subsequent parotitis, by the 
absence of general septicemia or pyzmia, and by the triviality of the 
trauma in very many cases, so that dryness of the mouth could not be 
invoked as a factor. The theory of infection from the méuth, though to 
some extent supported by the only post-mortem he had made, in no way 
accounted for parotitis occurring more frequently after pelvic than other 
operations. A nervous influence of the pelvic organs upon the parotid 
gland seemed to be the most reasonable cause. 
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Dr. Duncan said that the few cases he had had of parotitis following 
abdominal section he had always attributed to sepsis; in future he would 
always investigate the condition of the mouth. 

Dr. Beprorp Fenwick had found bad teeth extremely common, but in 
150 operations he had only seen three followed by parotitis, and all three 
were abdominal sections. Gastric disturbances were often due to 
swallowing some of the ether, and were greatly relieved by giving hot 
water. 

Dr. F. A. Purcexn pointed out that in buccal cancer the mouth was very 
prone to be foul, yet he had never met with parotitis after an operation 
for such disease. 

Dr. C. H. Bennett, Dr. J. J. Macan and Dr. HucH Woops also spoke. 

In his reply, Dr. Macnaucuton-Jones said that death in cervical 
phlegmon might be free from direct pressure, but implication of the 
inhibitory nerve supply would account for cardiac failure. Parotitis was 
but one of the complications he had attributed to infection from the mouth, 
and he had expressly stated that it might have a neural origin. 

The proceedings ended with the adjourned discussion of Mr. StaNMoRE 
BisHop’s paper on Prolapsus Uteri. 





NORTH OF ENGLAND GYN.ECOLOGICAL AND OBSTETRICAL 
SOCIETY. 


Meeting at Liverpool, Friday, February 20th, 1903, Dr. J. E. GemMet., 
President, in the Chair. 


Card Specimens. 

Dr. W. E. Forusercitt (Manchester) showed microscopic sections of 
Hyperplasia of the Thyroid Gland. The specimen was obtained from a 
foetus in a case of eclampsia. 

A Series of Four Fibro-myomata of the Uterus was shown by Dr. E. 
T. Davis (Liverpool). 

Professor A. M. Paterson (Liverpool) showed a specimen of Septum 
Completely Occluding the Os Utert Externum, which occurred in a dissecting- 
room subject, aged 76. 

An Ovarian Tumour Presenting Points of Interest in the Diagnosis 
was shown by Dr. Luoyp Roperrs (Manchester). It was removed from a 
married woman aged 60, who 15 years previously had had a fibroid 
polyp. The abdomen had been enlarged for 10 years, and had not in- 
creased in bulk until 12 months ago. Filling the abdomen was a series of 
tumours of varying consistence, and the pelvis was blocked by a hard, 
irregular and fixed swelling. The diagnosis of fibro-myoma, probably 
undergoing calcareous degeneration, was not confirmed by operation, a 
hard fibrous ovarian cyst being disclosed, with a wall measuring 3} inches 
in thickness. 

The case was discussed by Dr. KE. T. Davirs (Liverpool) and Dr. Luoyp 
Roperts replied. 


Dr. W. E. Foruercii. (Manchester) read notes of a 


Case of Puerperal Hyperpyrexia (111'2°) Associated with Throm- 
bosis of the Vena Cava Inferior. 
The Presivent inquired how long the temperature remained at 111°2°, 
for the continuance of such a temperature for five or six hours generally 
proved fatal. Did the rapid fall lead to any symptoms of collapse? 
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Dr. Rasaciiati (Leeds) thought as regards the high elevation of 111° 
the case was not really unique, although no doubt very rare. Absolute 
elevation or depression of temperature were not so important as vari- 
ability, and he had long come to consider that the pulse was a sign of far 
greater importance than the temperature. Measured in energy he had 
some years ago concluded from rough experiments that a temperature of 
104° or 105° F. lasting for a night meant the expenditure in the body of 
as much energy as would suffice to raise 2,000 tons to the height of a foot. 
He suggested that another explanation of the thrombosis might be found, 
e.g., in hyper-fibrosis of the blood. This in turn probably was induced by 
the way in which the patient had lived before her confinement; and Dr. 
Rabagliati asked if perhaps the patient was not in such a condition of 
health that she might have been likely to suffer from some form of acute 
illness ever: if no question of pregnancy or parturition had been in the 
case at all—acute pneumonia for instance? 

After remarks by Dr. Gtynn Wuirt ie (Liverpool), Dr. E. T. Davies 
(Liverpool) inquired what sort of curette was used. He condemned all 
manner of curettes—especially sharp ones—in puerperal and post-abortum 
uteri. He personally employed the finger, and he thought Dr. Fothergill 
would have had no trouble had he used his finger. 

Dr. Luoyp Roperts (Manchester) considered that the uterus was in- 
volved in the first instance, and therefore, that it was the origin of the 
trouble. He would like to know if Dr. Fothergill’s opinion coincided with 
his? 

Dr. ForHERGILL, in reply, said that there were neither swelling nor 
cedema, only violent pain in the lumbar region—said to be an important 
symptom. The finger had been used before his intervention in the case, 
and there was no spasm, two fingers passing easily into the uterus. He 
used a blunt curette because it was the only one available at the time. He 
was inclined to regard the curetting as the cause of the thrombosis. 

Dr. J. B. Hever (Leeds) gave a case of 


Double Pregnancy in a Double Uterus. 

Mrs. G., of Leeds, aged 34, had had three previous normal labours, the 
last five years previously. During the fourth pregnancy the abdomen was 
unusually large, and there were abdominal pain and swollen feet. Labour 
began January 28, in the forenoon, and a living female child was born 
at 5-30 p.m., the head presenting. On abdominal palpation the presence 
of a second child was recognised, but the uterus showed little tendency to 
expel it. Under anesthesia it was found that a second os uteri lay high 
up in front of and to the left of the other, the uterus being apparently 
rotated on its long axis. A foetal head was just within touch. It was 
found possible to place the finger in the left os and the thumb in the right 
os, and to grasp the septum between. This was fairly thick. A living 
male child was now delivered from the left side of the uterus by podalic 
version. It was not easy to palpate the double fundus of the uterus, 
which was bicornuate with a complete septum, and with two separate ova 
opening into a single vagina. 

Dr. Luoyp Roserts and Dr. Briccs spoke, and Dr. Heturer replied. 

After a brief review of the theories regarding the causation of 
eclampsia, Dr. T. ARrHuR HELME gave a detailed account of a case of 
Eclampsia at the 8th Month of Pregnancy, in which Bossi’s 

Dilator was used. 
Dilatation of the cervix was effected in twenty minutes, and complete 
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delivery accomplished with forceps in another ten. Dr. Helme was 
impressed by the ease and comfort with which the instrument could be 
used without any laceration of the cervix. The method afforded a marked 
and favourable contrast with the discomfort and cramp often attendant 
on manual dilatation. Another advantage was the possibility of rendering 
the instrument absolutely sterile by boiling it. Dr. Helme propounded 
two questions:—(l) The advisability of ending pregnancy when once 
convulsions have occurred. Is the existence of pregnancy a vital factor in 
the production of the eclamptic state? And, if so, is not the termination 
of that pregnancy a vital factor in the treatment. It is urged that the 
shock of delivery may intensify the seriousness of the case, and turn into 
a fatal case one which might have ended otherwise. But why should there 
be this fatal shock? Under the influence of chloroform with gentle manual 
dilatation, or careful dilatation by means of such an instrument as Bossi’s 
dilator, delivery should not be accompanied by such shock. (2) Another 
question is the wisdom of administering large doses of morphia by ‘the 
hypodermic method. Formerly it was taught that in renal cases morphia 
should be withheld. Present-day practice seems to be to administer 
morphia in acute and recent forms of nephritis, where there is not much 
destruction of the renal epithelium, but to withhold it in more chronic 
forms, where degeneration has advanced. Does the same apply to 
eclampsia? In conclusion, Dr. Helme referred to the investigation on 
eclampsia recently commenced by the Clinical Society of Manchester. 

The Presipent held that pregnancy was a vital factor in Eclampsia, 
and that shock was associated with Eclampsia per se. and he asked if this 
shock was increased when the cervix was dilated rapidly. Dilatation could 
be completed in from 7 to 40 minutes by the dilator, and in from 20 to 60 
minutes by the fingers. The dilator was the more surgical method; but 
even with its use lacerations of cervix, and vagina, and pyzmia had been 
recorded. 

Dr. Rumpoii (Leeds) had used Bossi’s dilator in a case at the sixth 
month: it was easily used, and did not tear the cervix. He preferred it to 
the use of fingers and Barnes’ bags. 

Dr. Stookes and Dr. Giynn WuiTTLe also spoke. 

Dr. Heme, in reply, made some remarks on the condition of patients 
after eclamptic seizures, and was inclined to ask, was this peculiar con- 
dition really shock at all? He had always employed his fingers before he 
had obtained one of Bossi’s instruments, and since using the latter, he 
thought the contrast between the two methods was a vivid one. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting, March 11th, 1903, Dr. James Ritrcure, President, in the Chair. 


Specimens. 


Dr. Hautrarn showed (1) An Ovarian Tumour with a Twisted Pedicle, 
Complicated with a Four Months’? Pregnancy. The Fallopian tube was 
enormously hypertrophied. (2) An /ntra-ligamentary Fibroid which had 
almost entirely lost its natural connection with the uterus, but was so 
intimately adherent to it by adhesions that hysterectomy was necessary. 
(3) A Fibroid, showing Obliteration of the Free Cervir, in which pau- 
hysterectomy was therefore necessary. The patient was very exsanguine. 
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Dr. ANcus MacponaLp showed (1) An Enlarged Thyroid Gland from a 
Premature Child of Eight Months. It caused fatal obstruction to breathing. 
(2) Two very large Fallopian tubes—H ydrosalpinz. 

Dr. Jessiz Maccrecor showed an @dematous Seven Months’ Fetus. 
There had been smart hemorrhage after the birth of the child, and hand- 
fuls of degenerated placenta like hydatid mole were then passed. Later 
the placenta itself—apparently normal—had been discharged. On micro- 
scopic examination of the thyroid and of the liver of the foctus a marked 
round cell infiltration was found. 

Dr. Forpycez showed (1) Two sets of Appendages Removed on Account 
of Severe Abdominal Pain. (2) An Ovarian Tumour with a Twisted 
Pedicle. For a time the symptoms had been supposed to be due to 
appendicitis. (3) An Ovarian Dermoid, which had given rise to acute 
abdominal pain. 

Dr. J. W. Battantyne showed (1) A Malformed Fatus, showing com- 
plete absence of the cranial vault, a hare lip, exomphalos, ectopia cordis, 
hypospadias and a malformed right hand. (2) A large Concretion from 
the Inside of a Fallopian Tube, removed from a woman et. 73. 

Dr. Hata Fercuson showed a Uterus Removed by Vaginal Hysterectony 
for Cancer of the Cervix. The patient’s family history was very suggestive. 
Her father died of cancer of the stomach ; her grandfather died of cancer of 
the stomach; her eldest brother died of cancer of the stomach; and a 
younger brother of cancer of the rectum. (2) A Sequestrated Fibroid 
Attached by Adhesion to the Vermiform Appendix. (3) A Fibroid 
Removed by Abdominal Hysterectomy from a Patient from whom the 
Ovaries had been Removed two years ago. 


Dr. Morison (West Hartlepool) read a paper on 


Five Cases of Abdominal Section for Emergencies during 
Pregnancies. 


In the first case Porro-Tait’s operation was performed on a woman with 
deformed pelvis, the transverse diameter admitting only two fingers. The 
uterus was amputated and the stump secured to the abdominal wall by 
pedicle pins. Mother and child did well. In case 2 the same operation 
was performed for sarcoma of a pregnant uterus at the ninth month before 
labour set in. The child lived and the mother recovered from the opera- 
tion but died later from a recurrence of sarcoma. In case 3 Porro-Tait’s 
operation was found necessary on account of contracted pelvis. The child 
is alive and the mother recovered. In case 4 Cesarean section was under- 
taken for eclampsia at the sixth month of pregnancy. The foetus had been 
dead for some time; the mother recovered. In case 5 hysterectomy was 
performed on a uterus which had ruptured at the fourth month of 
pregnancy. The patient had had nine children. She had a threatened 
abortion at the third month, and at the fourth severe hemorrhage set in. 
A tupelo tent was introduced and Hegar’s dilators used. Severe pain was 
followed by a sensation of something having given way. Dr. Morrison 
then saw the patient. He opened the abdomen and found rupture had 
occurred between the layer of the broad ligament on the left side. Foetus 
and placenta were extracted and then the uterus was amputated supra- 
vaginally. The patient recovered. 

Sir Hanurpay Croom congratulated Dr. Morison on his excellent results. 
With regard to the operation for eclampsia he had performed hysterectomy 
three times for this condition, but all the mothers had died. 
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Dr. Havuttain thought the Porro-Tait operation, treating the stump by 
pedicle pins, was good when the surrounding conditions were bad, but if a 
hospital were available other methods of treating the stump were much 
better. In cases of eclampsia he did not think that now, with such a 
powerful dilator as Bossi’s, we were justified in opening the abdomen. 

Dr. Haia Ferauson approved of Dr. Morison’s treatment of the stump 
by pedicle pins chiefly on the ground of saving time, for every five minutes 
in such cases were important to the patient. He agreed with Dr. Haultain 
in what he said with regard to the case of eclampsia. 

Dr. Forpyce thought that if Cesarean section was to be considered a 
method of treatment in eclampsia more patients would die than did at 
the present day. 

Dr. J. W. Batuanryne said he thought it quite justifiable at the present 
time that men skilled in abdominal surgery should try that route in the 
treatment of eclampsia at the ninth month. He referred to three cases of 
eclampsia in which he had used Bossi’s dilator with success. 

Dr. Lamonp Lackrg asked a question with regard to the technique of 
the Porro-Tait operation. He had assisted several times at that procedure, 
and occasionally there had been considerable difficulty in avoiding the 
inclusion of the bladder in the elastic ligature. 

Dr. OuipnHant Nicnoison did not think it necessary to perform 
Ceesarean section in a case of eclampsia when the child was dead. 

Dr. Morison replied. 

2. The Secretary read Professor Kynoch’s paper on 


Three Cases of Unruptured Tubal Gestation Treated by 
Operation, 


with notes of cases simulating this condition. He described in detail three 
cases of tubal mole, and referred to the treatment of such cases. Then 
after he gave notes of four conditions simulating extra-uterine 
pregnancy, normal pregnancy, hematoma of the ovary, tubal disease and 
retroflexion of the uterus. 

Dr. Havirain said that there was nothing absolutely typical in the 
diagnosis of extra-uterine pregnancy. All the cases in his personal 
experience differed very much. When there was doubt as to the diagnosis 
and the symptoms were urgent it was safer to operate. 

Dr. J. W. Batuantyne referred to a paper by an American author, in 
which he had discussed the question, Are Ectopic Futuses Worth Saving? 
Dr. Ballantyne thought that none of them would care to leave a case 
diagnosed as extra-uterine gestation to go through the risk of rupture on 
the chance of its going to full time. He also referred to the fact that 
the swelling of a normal pregnant uterus was sometimes unilateral. 

Dr. Forpyce narrated the case of a lady in whom a normal pregnant 
uterus which was lateroposed was at first mistaken for an extra-uterine 
vestation. 

Dr. Lamonn Lackig mentioned two cases of Acute Anteflerion of a 
Pregnant Uterus which presented the Symptoms of Extra-uterine Gestation. 
The sound passed in three inches in each case apparently in front of the 
swelling, but this was due to a very marked elongation of the cervix, which 
occurred in such cases. The site was unusual for an ectopic sac. Both 
patients aborted. 
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GLASGOW OBSTETRICAL AND GYNAXCOLOGICAL SOCIETY. 


A discussion on 


The Diagnosis and Treatment of Suppurative Conditions in the 
Pelvis. 
was opened by Dr. J. K. Kexuy. The speaker referred to the methods of 
classification as determined by causation, situation or results. He divided 
the cases into two groups according to their situation. The first was 
invasion of the connective tissue, the second of a closed cavity, either 
natural or acquired. With regard to division of the cases according to the 
ztiology, those occurring in the puerperium were usually from infection 
of the cellular tissue, while in the non-pregnant cases the preformed 
cavities were usually involved. There were exceptions, of course, to the 
rule. The reason for this selection of tissue was obvious. During 
delivery traumatisms were frequent, and injured tissue was easily infected. 
The cervix being the most commonly injured, the course of the infection 
was through it to the pelvic cellular tissue. The infection, after invading 
the broad ligaments, usually passed forwards and became subcutaneous 
above Poupart’s ligament. Occasionally, however, the route took a 
posterior turn, and the track extended upwards as far as the kidney; the 
abscess might point in the loin or even burst into the pleura. It was 
fortunate that those collections tended to open externally. In the non- 
pregnant cases the track taken by the infection was along the mucous 
surface. Progress was slow. After a chronic endometritis the tube was 
apt to become implicated, and when this took place the abdominal ostium 
became closed and pus collected in the tube. The ovary when it became 
the seat of the disease formed either a large pus cavity or a number of 
smaller ones. A number of preserved specimens were exhibited in 
illustration of the various types of this kind of lesion. Further extension 
of this infection involved the bowel and the peritoneum, etc. Here also 
there were exceptions, as the common tubercular salpingitis did not extend 
from a rare tubercular endometritis. The progress of the malady was 
according to the situation. When the cellular tissue was involved the 
infection worked its way to the surface, while when in a closed cavity its 
progress was more difficult. Thus in long-standing cases the virulence of 
the infection became less, and might disappear altogether. With regard 
to the differential diagnosis, the history, location and course were all 
different in the two types. In cellular abscess there was parturition and 
injury; the situation of the swelling was lateral, though it might be 
anywhere. In pyosalpinx there was no injury save gonorrhea, long- 
standing endometritis or the fact of intra-uterine medication having been 
resorted to. Menstruation was increased in amount and frequency. The 
locality of the swelling was higher, and it tended to get behind the uterus ; 
it was somewhat cystic. The course of the disease was different, the pus 
tended to open on a mucous surface, usually that of the rectum or the 
sigmoid. All adjacent organs became adherent. Fistulous openings were 
apt to develop, and abscess might even develop in the liver. The manage- 
ment of the condition was proportionate to its nature. When the 
connective tissue contained pus it ought to be evacuated. Sometimes there 
were large effusions which did not progress to the formation of pus, and it 
was difficult to say if pus were really present. For the abscess to reach 
the surface a considerable time was required. When fluctuation was 
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present the collection was opened from the surface, and no counter opening 
was made through the vaginal roof, as there was the danger of opening a 
fresh area for the spread of the infection. Pus situated in Douglas’ pouch 
was correctly evacuated from the vagina. When the collection existed in 
a closed cavity the application of the same principle was not so easy. A 
number of different phases of the disease were to be considered. In 
certain cases we might expect the trouble to quiet down, while a tubal 
disease giving rise to attacks of peritonitis, to adhesions and tending to 
wear out the patient from the pain, was a condition definitely requiring 
operation. As indicating operation were to be placed constant pain and 
the very acute cases. The uncertain cases were in those whom the disease 
did not incapacitate from work, in whom hemorrhage was not excessive, 
and in whom there was no fever. Sterility was in such the most pressing 
symptom. In all such cases the patient should decide for or against 
operation. In those cases where operation was performed and the tubes 
were not found to contain pus the abdominal ostium might be rendered 
patent. In the affluent class, where rest and care could be given, there was 
less necessity for operation; the condition was less urgent. Where an 
operation was performed the tubes and ovaries ought to be removed ; 
incision and drainage of the sacs was not to be recommended. The 
abdominal route for operation was considered best, and the uterus was not 
to be removed. 

Dr. 8. Suoan, in discussing the paper, said that he thought the views 
expressed by Dr. Kelly were moderate, and he agreed that in the uncertain 
cases the selection of operation as treatment ought to be left to the patient. 
In a case where there had been pyosalpinx with intermittent discharge of 
pus into the uterus a careful curettage had proved curative. 

Dr. BaLtrour MarsHa. thought that the prognosis was to some extent 
dependent on the germ. In cases where after operative interference there 
was a large effusion and sudden onset with an ultimate absorption 
leaving a tube involved, operation ought to be postponed, as the prognosis 
was good. In all doubtful cases the operation should be withheld, as 
through time the pus tended to become sterile (in about 50 per cent. of 
cases this happened) and treatment resorted to in the meanwhile. Dr. 
Balfour tended to be conservative in his treatment. In chronic 
enlarged tubes where the woman was invalided, operation was to be 
recommended ; in recent cases local treatment ought to be employed. He 
did not approve of a vaginal operation, because the field of operation was 
not in view, and there was great danger of hemorrhage. He considered 
that the uterus should be left. 

Dr. ALex. MacLennan mooted the question of whether an iliac abscess 
might not be due to the breaking down of an infected gland. The making 
of a counter opening in the vagina to ensure drainage was not necessary, 
and it was not without risks. A case illustrating the course of a neglected 
pelvic cellulitis where the original condition had been neglected, was 
referred to. The use of the Playfair probe was also deprecated. 

Dr. RussELL agreed mostly with the remarks of the opener of the 
discussion, and referred to cases where he regretted that the resort to 
surgery had been delayed. He thought that an attempt should be made to 
definitely locate the mischief, and when that was done treatment followed 
as a matter of course. He considered that sometimes the use of the 
Playfair probe was beneficial, and that curettage was not free from 
danger. 

The Presipent referred to the place of prophylaxis. He said that 
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there were opinions which differed about some points, but he thought 
that the diagnosis of pus in the pelvis was difficult, and that little pockets 
might be present which were only found at operation. He remarked that 
the temperature was no guide in this respect. There were cases where 
after removal of the tubes and ovaries pain still continued, and this was 
due to adhesions which were the cause of the continuance of the symptoms. 
In such the most that could be said was that the source of danger had been 
removed by the operation. 

Dr. Kguty replied. 

Dr. Kgxty also showed a fresh specimen of Two Ovarian Tumours. 
The case had been interesting from the diagnostic point of view. 
Amenorrhea had been present; there were pigmentary signs of pregnancy, 
the breasts contained milk. To palpation the shape of the tumour was 
exceedingly like a foetus. On removal the tumours were solid in most 
part, and as no microscopical examination had been possible it was 
difficult to say whether the specimens were examples of sarcomatous 
degeneration of ovarian tumours or not. 
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REVIEWS OF RECENT BOOKS. 


CHIRURGIE DES OvaRIES ET DES TRoMPES. By A. Monprofit. Pp. 453. 
Paris: Institut International de Bibliographie Scientifique, 1903. 
Price 15 francs. 


The plan of this book is based upon the decimal system of classification 
of l'Institut de Bibliographie Médicale de Paris (méthode Dewey-M. 
Baudouin), according to which the title is expressed as “ 618. (11+ 12). 8.” 
—a formula that carries little explanation to the majority of readers. 
Whether the possessor of the key to this system is intended to obtain his 
bibliographical references from it is not stated, but the volume itself does 
not contain a single reference from beginning to end, and it is to.be 
hoped that in future editions this very serious defect will be remedied. 

The book is divided into three parts: the first, consisting of 76 pages, 
being devoted to a summary of procedures grouped together under the 
heading of “old conservative operations.” It is interesting, historically 
for the most part, although a few of the procedures still linger. It is 
amazing, for instance, to read of a modern surgeon attacking an ovarian 
tumour through a perineal incision so recently as 1898. The second part 
deals with modern conservative operations upon the appendages, and 
radical procedures are described in the third portion. 

M. Monprofit regards the vaginal route with disfavour, and therefore 
the dominant note resounding through his pages is “laparotomy.” He 
holds that the relative merits of the two routes have been so often com- 
pared to the detriment of the vaginal, that he refuses to take part in a 
discussion “ more vehement than scientific.” Probably he would have been 
nearer the truth had he substituted “international” for “ vehement,” but 
be that as it may, vaginal coeliotomy has not had meted out to it the fulness 
of treatment accorded to laparatomy. Not that the subject is insufficiently 
dealt with, for in the case of every operation capable of performance by 
both routes, descriptions are given of the steps to be followed in each; but 
were reliance placed completely upon the letterpress and illustrations per- 
taining to the vaginal route, the would-be operator could only come, as the 
result of his attempts, to Monprofit’s conclusions. Whereas, the operation 
carried out—as W. R. Pryor, for instance, advises—gains in simplicity, 
admits of a good view of the appendages, and allows of a fair amount of 
accessibility, whilst as to its infinitely greater safety there can be no 
question. These remarks would perhaps require some qualification when 
old-standing cases of double salpingo-odphoritis are under consideration, 
and it should also be mentioned that many of the operations described in 
the sections on modern conservative operations, are of such a nature that 
they could not be carried out satisfactorily per vaginam. On the other 
hand it is unlikely that British gynecologists will ever subscribe to 
M. Monprofit’s doctrine that “ almost all ovarian and salpingitic affections 
require laparotomy for their complete exploration,” for the reason that 
although ordinary methods of examination give valuable information yet 
it is never sufficient to prevent exploratory laparatomy! After such a 
statement it is not surprising to find that the enterprising author is in 
the habit of practising intra-peritoneal massage of prolapsed ovaries. 
Surgical enthusiasm runs high at Angers, but we venture to think that 
M. Monprofit has many surgical compatriots who will prefer “to work 
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blindly by the vaginal route,” or even abstain from operating altogether, 
rather than re-echo all his sentiments. 

Considerable space is given up to the descriptions of the methods of 
opening the abdomen, and the author rightly emphasis the value of what 
he terms the “zigzag” incisions. These have been previously described in 
England, and theoretically at least, they constitute the most rational 
method of incising the abdominal wall. A most excellent summary is given 
of the work done hitherto in the grafting of healthy ovarian tissue to 
replace the diseased organs previously removed, and a case is undoubtedly 
made out for further work in this direction. Instances of the occurrence 
of menstruation or pregnancy after grafting are, of course, open to the 
objection that a small portion of an original ovary may have been left 
behind, but Frank’s third case (p. 166) appears to be an exception. Both 
appendages were removed on account of double pyosalpinx, and a portion 
of the right ovary was grafted into the ostium uterinum of a tube. 
Menstruation continued regularly afterwards, and the patient subsequently 
aborted at the third month. Monprofit believes that the scope of the 
operation will in future be limited to intra-tubal or intra-uterine grafting 
in patients whose condition has necessitated bilateral ablation of the 
appendages. Another section bearing on sterility and salpingostomy, is also 
extremely well written, and, indeed, it may be said that the author’s powers 
of exposition are on a par with his genius for collecting the numerous 
operations described as having been performed upon the tubes. It is 
difficult to detect omissions, but one may justifiably carp at the admission 
of a procedure which consists in attaching a tube to its ovary “in such a 
manner as to ensure the fall of the ovule into the first portion of the 
genital canal,’ which savours of an attempt to make the horse drink. 
The pages on the artificial production of sterility by tying or cutting the 
tubes are disappointing. The experiences of Bland-Sutton and Galabin 
(spelled Gelabia) are mentioned, and, by reason of them, the decision is 
adverse to simple tying, but the proposal suggested as its substitute— 
removal of an ovary on one side and a tube on the other—does not appear 
to be based on modern knowledge. 

In view of the attitude assumed by many operators towards curetting 
of the uterus in cases of salpingitis, it is interesting to find that Monprofit 
would confine its employment to early cases of the disease, and especially 
to catarrhal salpingitis. 

About 150 pages are devoted to the consideration of radical operative 
measures, of which 25 are allotted to those performed per vaginam. 
Castration is very fully considered, and the indications for its execution 
are minutely gone into. Uterine fibro-myomata are signalised as offering 
the most frequent and most favourable indication at the present time—a 
statement which is surely not in accordance with the spirit of the day. 
Commendation for refusal to perform the operation in cases of ante- 
flexion of the uterus is withheld when we read on the next page that it 
is very suitable treatment for dysmenorrhcea. Presumably it is in 
extenuation of this that the author says in a footnote that Pozzi does not 
hesitate to perform vaginal hysterectomy in such cases. M. Monprofit 
has performed castration once for carcinoma of the breast, despite the 
coldness with which Continental and American surgeons have ignored 
the operation, and he has been greatly struck by the improvement in the 
patient’s condition. 

Some interesting remarks are made anent the treatment of salpingo- 
odphoritis. When an acute attack is in progress removal of one or both 
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tubes is advised, as the inflammatory condition is usually limited to the 
tube in the acute stage. On the other hand, in chronic states a favourable 
disposition is manifested towards recent conservative tendencies, but “ it 
would be premature to say that partial resections only should be made in 
chronic ovaritis, or that plastic operations should alone be practised 
in chronic salpingitis.” Suppurative lesions are unhesitatingly condemned 
to ablation, the plea for conservative measures put forward by some 
operators being swept aside. Drainage is recommended after laparotomy 
for the removal of diseased appendages because the author “has only a 
moderate confidence in the possibility of the continuance in an aseptic state 
of liquids lying in contact with large intestine, especially when the surface 
of the latter is denuded and thinned. It is therefore absolutely necessary 
that this liquid should be evacuated.” 

The removal of diseased appendages by the vaginal route is shortly 
described, but with the preliminary remark that such an incomplete 
operation does not require a detailed account. Landau’s work is not 
referred to, nor is there any mention of personal experiences or expression 
of opinion as to the relative merits of anterior and posterior vaginal 
sections. 

The author is at his best in ovariotomy through the abdomen, and a 
perusal of this section will well repay the reader. A few pages are wasted 
on descriptions of operations performed by the para-sacral and rectal 
routes. 

The book will undoubtedly be welcomed by all gynecologists, for it owes 
its excellence, not to magnificence of illustration, but to the scientific spirit 
and the thoroughness of execution displayed on every page of its contents. 
It is this very thoroughness, however, that has led the author into errors 
that would have been better avoided. Space is in places allotted to 
descriptions of operations that no sane surgeon would ever dream of 
practising, and it can only be assumed that devotion to continuity or to 
the system of classification adopted has prevented their being ignored. 
Certainly the charge of “ padding” could not be sustained. The work is 
practically one on the purely operative surgery of the appendages, with, in 
places, indications of the author’s personal inclinations. Controversial 
questions are avoided, and special attention is paid to the histories, 
indications, and results of operations. The illustrations, of which there 
are 260 in the text, are fairly good upon the whole, two glaring 
exceptions being figures 36 and 112. Professor Terrier, M. Monprofit’s 
former teacher, contributes a preface, the tone of which is well merited by 
the book. 


Brograpuic Cuinics: THe Origin oF tHE ILi-HeaLttu or De Quincey, 
CartyLe, Darwin, Huxtey anp Browninc. By George M. Gould, 
M.D., Editor of “ American Medicine,” etc. London: Rebman, Ltd., 
1903. 

We can recommend Biographic Clinics to the gynecologist, for, although 
not a word is said about the ill-health of illustrious ladies or other women, 
it bears on a most important question with which we have often to do in 
treating the diseases of women—namely, the relation of errors of 
refraction to neurasthenia. Many mere girls, too, are keen literary 
students, and hence are liable to precisely the same kind of distressing 
invalidism that tormented the lives of the intellectual giants on whose 
experiences Dr. Gould dwells. Overwork with hypermetropic astigmatic 
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eyes causes severe headaches, mental confusion, nervous vomiting and other 
less definite symtoms. They cease for as long as the patient takes 
exercise in the country, or works through the aid of another who reads 
aloud to him and does the writing for him; they pass off when he is 
elderly because he is then presbyopic. Bad neurasthenia in young women, 
often attributed to dysmenorrhoea or to some uterine disorder, may un- 
doubtedly be due to errors of refraction, and when remedied by appropriate 
glasses the pelvic symptoms disappear. Such patients are often novel 
readers, yet they find that the perusal of fiction is followed by severe 
headaches, caused not by the effects of the strange sentiments enunciated 
in the works which they study for their amusement, but by eye-strain. 
Another effect of uncorrected error of accommodation, more psychological, 
is great weariness, exhaustion and headache, not rarely with sickness, as 
the result of going out to any kind of evening “ party.” Picture galleries 
have a similar effect on these subjects. It is significant that more than 
one of the great men of whom the author treats dreaded anything like a 
“party.” Yet none were misanthropes, whilst many neurasthenic girls 
become very unhappy because of the physical effects of social gatherings 
which are naturally so pleasing in youth. Possibly Dr. Gould over- 
estimates the importance of his pet factor in respect to the ills of the 
worthies named in the title of his book; work and anxiety may cause 
headache and dyspepsia in the most emmetropic subject, and the esprit 
fin often has queer habits, conducive to neurasthenia, but Dr. Gould’s case 
as a principle is very strong. Some at least of the heroes would most 
assuredly have been the better for good spectacles, and as we have already 
hinted, many a neurasthenic lady student or work-girl requires glasses, 
not emmenagogues and dilatation of the cervix. 





